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PREFACE. 

This  little  volume  is  made  up  of  the  series  of  ar- 
ticles on  gonorrhea  in  the  male,  which  appeared 
some  months  ago,  in  the  International  Journal  of 
Surgery.  The  articles  have  been  completely  re- 
vised and  brought  up  to  date,  in  every  particular. 

It  has  but  one  purpose, — and  in  this  it  finds 
whatever  excuse  is  needed  for  inflicting  another 
book  on  an  already  overburdened  medical  public, 
namely,  to  present  the  subject  of  gonorrhea  in  such 
a  manner  as  to  offer  the  general  practitioner  a  work- 
ing knowledge  of  the  disease  and  a  practical 
method  of  treating  it  successfully.  The  methods  of 
diagnosis  and  treatment  advocated,  are  within  easy 
reach  of  every  physician,  complicated  and  expen- 
sive instruments  and  apparatus  are  not  required, 
and  the  results  are  based  on  a  practical  experience 
covering  many  thousands  of  successfully  treated 
cases,  in  private  and  hospital  practice. 

The  author  desires  to  emphasize  the  keynote  in 
which  this  little  book  is  pitched.  He  believes  that 
considerable  damage  is  being  done  by  the  preva- 
lent methods  of  treating  gonorrhea,  particularly  in 
the  respect  of  our  remedies  being  too  strong  and 
being  used  with  a  vigor  that  is  far  too  heroic  for 


the  delicate  and  inflamed  tissues  to  bear  with  im- 
punity. If  this  work  will  be  accepted  as  a  plea  for 
greater  gentleness  and  conservatism  in  our  therapy, 
not  only  as  to  the  drugs  we  employ,  but  also  as  to 
the  instruments  we  use,  as  well,  it  will  have  ac- 
complished all  that  the  author  could  have  hoped  for. 

His  thanks  are  extended  to  the  publishers  for: 
their  uniform  courtesy  shown  during  the  prepara- 
tion of  this  work  and  also  to  Messrs.  George 
Tiemann  &  Co.,  for  the  loan  of  cuts  used  to  illus- 
trate the  text.  He  takes  this  opportunity  to  express 
his  indebtedness  to  Dr.  Martin  W.  Ware,  of  this 
city,  for  the  many  conservative  teachings  acquired 
while  acting  as  his  assistant  during  the  years  1898- 
1903,  which  have  been  of  inestimable  value  in  his 
professional  work. 

ABR.  L.  WOLBARST. 


New  York,  December,  1910. 
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GONORRHEA 

IN  THE  riALE. 


Genekal   Considerations  s. 

It  is  only  during  the  past  qiiarter  of  a  century 
that  gonorrhea  has  been  given  its  proper  place 
among  human  ailments  as  something  more  serious 
than  a  mere  cold — serious  and  formidable  from 
every  standpoint  from  which  it  can  be  viewed.  We 
owe  to  the  discovery  of  ISTeisser  in  1879,  and  subse- 
quent observers,  the  knowledge  that  the  disease  is 
caused  by  a  specific  microbe — the  gonococcus — that 
it  is  transmissible  from  one  person  to  another 
through  the  medium  of  this  microbe,  and,  by  the 
same  token,  preventable.  Every  first  attack  of  gon- 
orrhea, therefore,  whether  it  be  genital  or  extra- 
genital, in  the  male  or  female,  adult  or  child,  rep- 
resents a  direct  transfer  of  the  causative  factor  of 
the  disease  from  an  infected  person  or  instrument 
to  a  person  that  is  not  infected,  and,  to  that  extent, 
brings  into  the  case  an  element  of  negligence  or 
carelessness  which  is  not  far  removed  from  crimin- 
ality, when  we  bear  in  mind  the  possible  dangers 
and  sequelae  of  this  infection. 

The  day  has  passed  when  it  was  thought  proper 
to  regard  the  gonorrheic  as  the  sinner  deservedly 
paid  for  his  sin  and  unworthy  of  the  same  con- 
sideration that  was  due  the  victim  of  typhoid  or 
tuberculosis  or  any  of  the  other  infectious  diseases. 
"We    now    look  upon    gonorrhea    as    a    formidable 
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scourge,  universal  in  extent,  and  the  most  common 
of  all  diseases — an  infection  capable  of  attacking 
and  seriously  injuring  almost  every  tissue  of  the 
body,  and  reaping  its  greatest  harvest  of  invalidism, 
and  even  death,  upon  innocent  women  and  ignorant 
youths,  whom  conventionality  has  kept  in  more  or 
less  complete  ignorance  of  its  mode  of  acquisition 
and  inherent  dangers. 

Genital  gonorrhea  is  peculiarly  a  disease  of  ado- 
lescence, acquired  through  coitus  during  that  period 
of  life  when  the  sexual  impulse  begins  to  make  it- 
self strongly  manifest.*  Most  observers  are  agreed 
that  at  least  75  per  cent,  of  all  males  between  the 
ages  of  eighteen  and  twenty-eight  suffer  from  "gon- 
orrhea at  one  time  or  another,  though  the  most  re- 
cent studies  of  Erbf  would  seem  to  reduce  this  esti- 
mate to  50  per  cent.  Add  to  this  fact  the  frequency 
and  extent  of  the  complications  of  gonorrhea — in- 
volving the  genito-urinary  system,  heart,  eyes,  joints 
and  muscles,  bones,  skin  and  nervous  system — and 
we  stand  aghast  at  the  truly  frightful  proportions 
which  this  disease  exhibits. 

Economic  Considerations. 

From  an  economic  standpoint  gonorrhea  stands 
close  to  tuberculosis  and  syphilis,  as  a  great  social 
plague.  We  should  bear  in  mind  .  that  gonorrhea 
affects  not  alone  him  who  has  the  disease,  but  those 
who  are  dependent  on  him  for  support.  The  loss  of 
wages  for  work  days  lost  through  gonorrhea  and  its 

*Of  the  writer's  last  100  private  patients,  the  average 
age  at  which  they  had  their  first  attack  of  gonorrhea 
was  20  years  and  5  months.  Among  these  cases  were  two 
patients  with  virgin  gonorrhea  at  32,  two  at  31,  five  at  30. 
Eliminating  these  nine  cases,  the  average  age  of  the  re- 
maining ninety-one  patients  falls  to  17  years  and  8 
months.  The  youngest  patients  in  this  list  were  two 
boys  of  14. 

tErb:     Miinch.     Medizin.     Woch.,  Nov.  27,  1906. 
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complications  must  amount  to  many  millions  of 
dollars  annually.  Add  to  this  the  diminished  earn- 
ing powers  of  the  innumerable  neurasthenics, 
chronic  invalids  and  cripples  whose  condition  can 
be  traced  to  their  initial  gonorrheal  infection,  and 
we  have  a  total  economic  loss  that  would  verily 
stagger  humanity  were  its  extent  fully  appreciated. 

Even  more  important  than  this  great  financial 
loss  is  the  relation  which  gonorrhea  bears  to  mar- 
riage. To  what  an  appalling  degree  women  are 
made  innocent  victims  of  this  disease  through  the 
men  they  marry  can  only  be  surmised.  Noggerath 
held  the  opinion  that  80  per  cent,  of  all  women 
suffered  from  acute  or  latent  gonorrhea.  More 
modern  statistics  tell  us  that  70  per  cent,  of  all  mar- 
ried women  seeking  treatment  for  gynecologic  dis- 
eases are  suffering  from  gonorrhea  or  its  complica- 
tions, acquired  innocently  from  their  husbands,  and 
that  from  75  to  90  per  cent,  of  all  gynecologic  sur- 
gical operations  are  the  direct  or  indirect  result  of. 
gonorrheal  infection. 

No  less  startling  is  the  role  of  gonorrhea  in  the 
causation  of  sterility  and  depopulation.  In  the  male, 
sterility  is  produced  most  commonly  as  the  result  of 
epididymitis ;  latent  gonorrhea  of  the  prostate,  and 
in  fact,  of  any  part  of  the  genital  tract,  may  also 
accomplish  the  same  result,  through  the  infection 
and  deterioration  of  the  semen.  In  the  female,  child- 
lessness depends  most  frequently  upon  the  presence 
of  metritis,  endometritis  and  salpingitis — all  of 
which  usually  develop  after  gonorrheal  infection.  Of 
all  cases  of  childless  marriage  the  husband  is  said 
to  be  the  sterile  member  in  40  per  cent,  and  the  wife 
in  45  per  cent.*    We  can  therefore  see  the  close  re- 

*Grandin,  N.  Y.  State  Jour,  of  Medicine,  Aug.,  1906, 
p.  344. 
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lationship  between  involuntary  "race  suicide"  ;^nd 
gonorrheal  infection.  ■     •   '^   :^' 

Another  highly  important  economic  consideration- 
of  gonorrhea  is  its  role  in  the  production  of  blind- 
ness. Gonorrheal  ophthalmia  in  the  adult  is  not  a 
rare  complication.  It  is  produced  by  carrying  the 
infectious  discharge  from  the  urethra  to  the  eyes, 
either  by  the  hand  or  through  instruments,  linens, 
etc.  In  infancy  the  infection  is  usually  derived  at^ 
the  time  of  passage  of  the  head  through  the  infected- 
vaginal  canal  of  the  mother,  or  after  birth  through 
dressings,  towels,  or  the  infected  hands  of  doctors  or 
nurses.  No  less  than  30  per  cent,  of  the  total  blind- 
ness in  infancy  and  childhood  is  directly  due  to  this 
cause,*  and  it  is  stated  that  there  are  in  the  United 
States  to-day  between  six  and  seven  thousand  blind 
adults  who  owe  their  affliction  to  this  dread  disease,  f 

Bearing  these  facts  in  mind,  Ve  feel  justified  in 
designating  gonorrhea  as  one  of  the  most  formidable 
and  widespread  of  all  the  dread  evils  to  which  man- 
kind is  subject. 

Anatomy. 

A  brief  consideration  of  the  anatomy  of  the  parts 
usually  involved  will  be  of  value.  The  matter  is 
simplified  when  we  regard  the  genito-urinary  tract 
schematically  as  roughly  resembling  the  letter  Y. 
(Fig.  1.)  One  of  the  arnis  represents  the  urinary 
tract — that  is,  the  kidneys,  ureters  and  bladder — 
and  the  other  arm  represents  the  genital  tract.  This 
in  turn  is  divided  into  two  branches,  one  consisting 
of  the  seminal  vesicles  and  ducts,  the  other  consist- 
ing of  the  testes  and  vasa  deferentia;  these  divisions 

♦Wyeth,  N.  Y.  State  Jour,  of  Medicine,  Aug-,,  1906,  p.  3.14. 
tEdgar,  Jour.  A.  M.  A.,  Vol.  XLIX.,  No.  5,  p.  411. 
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meet  to  form  the  common  ejaculatory  duets,  which 
open: into  the  prostatic  urethra,  one  on  each  side  of 
the;  median  line.  At  this  point  the  urinary  arm 
meets  the  genital,  and  both  unite  to  form  the  stem 
of  the  letter,  namely  the  urethra,  or  the  common 
urogenital  canal.  For  present  purposes  we  shall 
not  consider  the  urinary  arm  of  the  letter.     The 
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PROSTATE 
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EJACULATORY 
DUCT 
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MEATUS 
Fig.  1.'  Schematic  representation  of  the   male  genitourinary  tract. 


bladder,  ureters  and  kidneys  are  not  exempt  from 
gonorrheal  infection,  but  this  happens  compara- 
tively rarely,  and  we  need  but  mention  it  here  in 
passing. 

The  Ui^ethra. — This  portion  of  the  genito-urinary 
tract  is  between  seven  and  eight  inches  long,  and  is 
divided  anatomically  and  pathologically  into  an  an- 
terior and  a  posterior  portion.  The  former  extends 
from  the  meatus  urinarius  backward  to  the  anterior 
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layer  of  the  triangular  ligament;  it  is  about  five  and 
a  half  or  six  inches  long,  and  its  caliber  varies  from 
27  to  30  French,  except  at  the  meatus,  which  ranges 
from  21  to  28  French.  The  posterior  urethra  extends 
from  the  anterior  layer  of  the  triangular  ligament 
backward  to  the  bladder.  Its  total  length  is  about 
two  inches,  and  is  divided  into  two  portions,  known 
as  the  membranous  and  the  prostatic  portions  of  the 
posterior  urethra. 

The  membranous  urethra  is  that  portion  included 
between  the  anterior  and  posterior  layers  of  the  tri- 
angular ligament;  it  is  from  three-quarters  to  one 
inch  in  length,  poorly  vascular,  and  has  an  average 
caliber  of  27  French.'  The  slight  vascularity  of  this 
part  of  the  canal  renders  it  perceptibly  free  from 
severe  invasion  by  the  gonococci  and  subsequent 
stricture  formation. 

The  prostatic  urethra  adjoins  the  membranous 
portion  and  lies  wholly  within  the  prostate.  It  is 
also  known  as  the  bladder  neck  owing  to  its  anato- 
mic relationship  to  that  viscus.  The  prostatic  por- 
tion is  slightly  longer  than  the  membranous,  being 
from  one  to  one  and  a  quarter  inch  in  length,  and 
its  caliber  approximates  33  French  at  the  vesical 
end  or  base  of  the  prostate,  45  French  at  its  middle, 
and  30  French  at  its  junction  with  the  membranous 
urethra,  or  apex  of  the  prostate.  In  passing,  it  may 
be  mentioned  that  the  length  of  this  portion  of  the 
urinary  canal  is  of  the  highest  importance  in  pros- 
tatic troubles,  notably  in  the  senile  hypertrophy  of 
that  organ.  By  the  increase  in  its  length  we  are 
often  enabled  to  estimate  the  amount  of  intravesical 
enlargement  of  the  gland. 

Urethral  Glands  and  Crypts. — The  glands  and 
follicles  of  the  urethra  are  of  the  highest  import- 
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ance.  On  its  upper  wall  are  a  number  of  mucous 
follicles  or  glands, — the  glands  of  Littre ;  associated 
with  them  are  a  smaller  number  of  pockets  or  re- 
duplications of  the  mucous  membrane,  which  are 
known  as  the  crypts,  or  lacunae,  of  Morgagni.  The 
largest  of  these,  the  lacuna  magna,  is  the  most  con- 
stant, and  lies  about  three-quarters  of  an  inch  back 
of  the  meatus.  The  ease  with  which  these  glands 
become  infected,  and  the  corresponding  difficulty  of 
ridding  them  of  their  inflammatory  contents,  makes 
them  highly  important  in  the  consideration  of  male 
gonorrhea. 

Brief  mention  should  also  be  made  of  Cowper's 
glands,  situated  one  on  each  side  of  the  membranous 
urethra  and  lying  in  the  substance  of  the  compressor 
urethrae  muscle.  These  glands  secrete  a  mucous 
fluid  during  the  sexual  orgasm,  which  is  passed 
through  a  duct  to  the  bulbous  portion  of  the 
urethra.  They  are  sometimes  attacked  by  the  gon- 
orrheal infection,  and  not  infrequently  require  sur- 
gical interference. 

The  Genital  Trad.—Thk  portion  is  of  far  greater 
importance  than  the  urinary  portion  in  the  ultimate 
results  of  its  infection  by  the  gonococcus,  owing  to 
the  difficulty  of  "getting  at"  the  seat  of  infection 
and  the  consequent  tendency  to  chronicity.  It  will 
be  seen  (Fig.  1)  that  there  are  two  divisions  to  this 
tract,  one  leading  from  the  prostate  to  the  seminal 
vesicles,  the  other  leading  to  the  testes  via  the  vasa 
deferentia.  Any  acute  inflammation  involving  the 
prostate  is  very  likely  to  pass  rapidly  to  the  seminal 
vesicles  and,  less  frequently,  to  the  testes.  It  is  ap- 
parent, therefore,  that  if  we  can  succeed  in  limiting 
the  gonorrheal  infection  to  the.  anterior  urethra,  or 
even  to  the  superficial  portions  of  the  prostate,  we 
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can  avoid  the  most  serious  complication^^  of  the 
disease.  ' ■   lii  ' 

111  c  Frost  a  te. — ^This  giand  iilo-miisciilar  •  orgah "  is 
usually  described  as  resembling  a  horse-chesliiprat, 
lying  between  the  rectum  and  the  symphysis  pubis, 
and  connecting  the  membranous  urethra  with  the 
bladder.  From  apex  to  base  it  is  tunnelled  by  the 
urethra,  which  passes  between  its  lobes  and  broadens 
at  the  prostatic  base,  to  empty  into  the  bladder. 
The  muscular  fibers  of  the  prostate  completely  en- 
circle this  portion  of  the  urinary  tract,  and  by  their 
tonic  action  help  to  keep  the  canal  firmly  closed. 
The  finger  in  the  rectum  will  usually  identify  the 
deep  depression  or  groove  that  separates  the  lateral 
lobes  and  forms  the  roof  of  the  prostatic  urethra. 
The  floor  contains  numerous  important  structures, 
principally  the  verumontanum,  or  caput  galli- 
naginis,  a  structure  of  erectile  tissue,  richly  supplied 
with  nerves,  and  the  seat  of  pleasure  in  the  siexual 
act.  On  either  side  are  the  numerous  openings  of 
the  prostatic  ducts;  anteriorly  the  openings  of  the 
two  common  ejaculatory  ducts,  and  on  its  summit 
the  sinus  pocularis,  or  homolog  of  the  uterus.  Alto- 
gether the  structure  of  the  prostatic  urethra  offers 
the  richest  possible  soil  for  the  growth  and  per- 
manent lodgment  of  the  gonococcus  and  other 
bacteria.  ■ 

The  Seminal  Vesicles. — These  are  conical  pouches 
lying  one  on  each  side  of  the  median  line  between 
the  base  of  the  bladder  and  the  rectum.  They,  serve 
as  seminal  reservoirs,  and  also  secrete  a  fluid  which 
dilutes  the  semen.  They  are  about  two  and  a  half 
inches  long,  half  an  inch  broad  and  about  one-third 
of  an  inch  thick.  When  inflamed,  these  dimensions 
are  considerably  increased,  and  the  organs  are  easily 
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palpable  by  the  finger  per  rectum.  Within  the  pros- 
tate ;eaeh  vesicle  joins  with  its  corresponding  vas 
deferens  to  form  the  common  ejaculatory  duct,  one 
iPn{;.eaQh  side.  It  is  through  these  ducts  that  the 
semen  is  transported  from  the  testes  to  the  vesicles 
for  storage,  and  during  the  sexual  orgasm  expelled 
into  the  prostatic  urethra. 

'..Tlie. Testes  and.  Vasa  Deferentia.  The  vas  defer- 
ensy  leaving  the  common  ejaculatory  duct/ joins  the 
spernflatic  and  cremasteric  arteries,  the  artery  of  the 
vas  deferens,  the  pampiniform  plexus  of  veins  and  a 
rich  supply  of  nerves  to  form  the  spermatic  cord, 
.reaohdng  the  testes  by  way  of  the  epididymis.  Each 
vas  is  about  twenty-two  inches  long.  The  epididymis 
is  ai orescent-shaped  body  fitting  around  the  upper  and 
posterior  surface  of  the  testis,  and  is  divided  into  a 
head  .(glob us  major),  body  and  tail  (globus  minor). 
When  the;  gonorrheal  infection  is  of  a  severe  type,  the 
vas  land- epididymis  are  often  attacked,  and  sometimes 
the  testis  proper  is  also  involved. 


ACUTE  OOINORRHEAL   URETHR1T15. 

Etiology. 

It  is  almost  universally  agreed  that  the  gon- 
oeoccus  (Neisser)  is  the  causative  factor  of  gon- 
orrhea. While  it  is  true  that  the  so-called  non- 
specific or  simple  urethritis  can  be  caused  by  irritat- 
ing discharges,  menstrual  fluid,  excessive  coitus  and 
like  causes,  it  is  equally  certain  that  true  gonorrhea 
of  the  male  urethra  requires  the  presence  of  the  gon- 
ococcus  as  the  exciting  cause.  This  may  be  accepted 
as  a  law  in  spite  of  those  instances  in  which  a  true 
gonococcus    infection    has    followed    coitus    with    a 
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woman  in  whom  the  most  careful  examination  re- 
veals neither  gonoeocci  nor  evidences  of  gonorrhea. 
The  writer  believes  that  these  rare  instances  em- 
phasize two  facts — first,  in  women,  the  absence  of  a 
discharge  or  the  failure  to  find  gonoeocci  in  the  secre- 
tions does  not  exclude  the  presence  of  a  latent  gon- 
orrhea, and  second,  gonoeocci  may  be  latent  in  the 
male  genito-urinary  tract  for  years  without  showing 
signs  of  their  presence,  until  awakened  by  some  excit- 
ing cause.  That  is  to  say,  gonorrhea  in  the  male  may 
be  the  result  of  infection  from  a  woman  in  whom  there 
are  no  evidences  of  the  disease,  or  it  may  be  the  re- 
sult of  'an  autoinfection  caused  by  latent  gonoeocci 
hidden  somewhere  in  his  own  sexual  organs.  The 
gonococeus  is  a  kidney  or  bean-shaped  organism, 
rather  large  in  size,  and  usually  found  in  pairs,  both 
contained  within  a  capsule.  Their  characteristic  at- 
titude is  with  their  concave  or  flat  surfaces  facing 
each  other,  a  narrow  slit  intervening,  which  admits 
the  passage  of  light.  They  multiply  rapidly  by 
transverse  fission,  and  thus  we  find  them  in  groups 
of  twos,  fours  and  their  multiples.  The  anilin  dyes 
stain  them  readily.  They  are  usually  found  em- 
bedded within  the  leucocytes  or  pus  cells  and 
epithelia.  If  the  cell  wall  ruptures,  the  gonoeocci 
may  be  found  between  the  cells,  in  pairs  or  in  groups. 
They  do  not  grow  on  ordinary  culture  media,  but 
thrive  best  on  a  mixture  of  serum  with  twice  its 
quantity  of  agar.  Either  hydrocele  fluid  or  blood 
serum  may  be  used.  E"eisser  prefers  a  mixture  con- 
taining ascitic  fluid  one  part,  agar  two  parts,  and 
one  per  cent,  peptone.  They  grow  best  at  a  tem- 
perature between  30  and  38  deegrees  C.  . 

They  have  the  power  of  maintaining  their  infec- 
tious character  outside  of  the  body  for  a  long  time. 
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In  this  way  can  be  explained  those  otherwise  mysteri- 
ous eases  of  non-venereal  infection — infection  by 
catheters,  linens,  chamber  utensils,  etc.  In  the  body, 
particularly  in  the  prostate,  they  may  remain  latent 
for  many  years  after  an  acute  invasion  without  show- 
ing the  least  sign  of  their  presence,  only  to  reawaken 
and  set  up  an  acute  inflammation  as  a  result  of  some 
exciting  cause,  notably  sexual  or  alcoholic  excess. 
Bearing  this  latency  in  mind,  we  can  explain  those 
provoking  cases  in  which  post-nuptial  coitus  with  a 
virgin  is  rapidly  followed  by  an  acute  outbreak  of 
gonorrhea  in  the  male.  It  has  also  been  observed 
that  an  inflammation  or  a  surgical  operation  m  some 
distant  part  of  the  body  will  often  stir  up  a  latent 
gonorrhea  that  has  been  long  forgotten. 

The  adult  male  urethra*  is  far  more  sensitive  to 
gonorrheal  invasion  than  the  adult  vagina.  In  the 
female  the  most  vulnerable  parts  are  the  urethra, 
cervix  uteri  and  the  glands  of  Bartholini.  In  female 
children,  however,  the  inflammation  is  apt  to  take 
the  form  of  a  vaginitis  rather  than  a  urethritis,  the 
vaginal  mucous  membrane  being  much  more  easily 
infected  than  in  the  adult.  In  male  children,  the 
urethral  mucous  membrane  is  highly  sensitive  to 
attack,  and  the  inflammation  is  apt  to  be  of  a  more 
virulent  type  than  in  the  adult,  probably  for  the 
following  reasons:  The  narrowness  of  the  canaJ, 
the  smalTness  of  the  meatus,  and  the  greater  sensitive- 
ness and  lesser  resisting  power  of  the  mucous  mem- 
brane. 

Morphologically,  the  gonococci  are  difficult  to  pos- 
itively isolate  and  identify.  In  any  given  case,  how- 
ever, we  are  justified  in  deciding  that  we  have  the 
gonococcus  to  deal  with  when  these  characteristics 
are  present:     1.  Kidney  or  bean-shape,  fairly  large. 
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grouped  in  pairs  or  multiples  of  two,  the  concave  or 
i\ni  surfaces  facing  eacli  other  and  separated  by  a 
narrow  transparent  slit,  each  pair  enclosed  in  a 
capsule;  2.  Intracellular  position — sometimes  found 
between  the  cells  when  the  cell  walls  are  broken; 
3.  Staining  freely  with  the  anilin  dyes,  but  dropping 
the  stain  by  the  Gram  method;  4.  Special  culture 
media  required  for  growih.  When,  however,  the  clin- 
ical symptoms  of  acute  gonorrhea  are  present,  a  pos- 
itive identification  can  be  made  without  necessitating 
that  a  culture  be  taken. 

Staining  and  Examining  the  Gonococci. — The 
technic  of  mounting  and  staining  urethral  discharges 
suspected  of  harboring  gonococci  is  worthy  of  some 
attention  in  view  of  the  careless  and  unscientific 
methods  that  are  often  employed  in  practice.  The 
primary  requirement  in  any  case  is  that  the  discharge 
be  spread  over  the  glass  slide  as  thinly  as  possible, 
so  that  not  more  than  one  layer  of  cells  will  be  seen 
on  examination.  In  such  a  specimen  the  individual 
cells  can  be  seen,  and  their  relation  to  each  other  and 
to  such  germs  as  may  be  present  studied.  When  the 
discharge  is  smeared  on  thick,  the  value  of  the  smear 
for  diagnostic  purposes  is  minimized  in  direct  pro- 
portion to  the  thickness  of  the  layers  of  cells.  In 
chronic  gonorrhea,  in  the  absence  of  a  discharge,  it 
is  sometimes  necessary  to  examine  the  urine.  Whether 
or  not  it  is  preceded  by  massage  of  the  prostate  and 
vesicles,  the  urine  should  be  thoroughly  centrifuged 
and  the  sediment  thinly  spread  over  the  slide.  Pass- 
ing the  slide  over  a  flame  a  few  times  fixes  the  speci- 
men, and  it  is  ready  for  staining.  Fixing  may  also 
be  done  by  applying  equal  parts  of  alcohol  and  ether 
for  five  minutes,  then  washing  with  water.  When  a 
discharge  is  present,  the  glans  and  meatus  are  to  be 
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cleaned,  a  sterilized  platiuum  loop  is  inserted  into  the 
fossa  naviciilaris,  and  the  drop  transferred  to  a  clean 
glass  slide.  The  drop  is  now  thinly  spread  over  the 
glass  before  it  is  allowed  to  dry  by  passing  the  fiat 
edge  of  a  cover  glass  or  another  slide  over  it  several 
times  to  and  fro.  The  specimen  is  fixed  in  the  flame 
ar  alcohol-ether  mixture,  and  is  ready  for  staining. 
Emphasis  should  be  placed  on  the  fact  that  failure 
to  find  gonoeocci  in  any  given  specimen  is  not  neces- 
sarily to  be  construed  as  indicating  an  absence  of^ 
gonoeocci  in  the  urine  or  discharge.  It  merely  means 
that  they  have  not  been  discovered. 

In  an  undoubted  clinical  case  of  gonorrhea,  where 
rapid  work  is  desired,  the  simplest  method  is  to  ap- 
ply a  few  drops  of  a  dilute,  solution  of  methylen  blue 
for  a  minute  or  two,  wash  off  in  running  water,  dry 
and  examine  witli  the  1/12  oil-immersion  lens.  When 
the  classic  symptoms  of  acute  gonorrhea  are  present, 
the  diplococci  observed  by  this  simple  method  may 
with  a  reasonable  degree  of  certainty  be  accepted  as 
the  causative  factor  of  the  inflammation.  But  in 
chronic  gonorrhea  and  in  doubtful  cases  the  Gram 
method  must  be  used. 

Gram  Method. — In  the  absence  of  a  culture,  this 
method  may  be  accepted  as  diagnostic.  The  stain  is 
thus  applied : 

(a)  Paltaiif 's  solution  of  Griibler  gentian  violet 
is  applied  to  the  fixed  specimen  for  three  minutes; 
the  slide  is  dried  with  blotting-paper — not  washed ; 

(& )  Cover  the  specimen  wdth  Lugol  (Gram)  solu- 
tion (iodin  1  part,  potassium  iodid  1  part,  distilled 
water  300  parts)  for  two  minutes; 

(c)  Decolorize-  with  95  per  cent,  alcohol  for  one- 
half  minute,  wash  off  excess  of  alcohol ; 
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(d)  Add  counter  stain — Bismarck  brown — for  two 
minutes,  rinse  in  water,  dry  and  examine.  The  gon- 
ococci  will  appear  of  a  yellowish-brown  color,  while 
other  bacteria  will  have  a  purplish-blue  color. 

Other  staining  methods  have  been  devised, 
but  the  Gram  is  the  simplest  and  most  reliable. 
It  is  well  to  remember,  in  passing,  that  any 
method  of  staining  bacteria  is  open  to  the  objec- 
tion that  it  is  uncertain  and  liable  to  error,  and  that 
the  only  certain  method  of  germ  identification  at  oui 
command,  is  to  make  a  culture.  For  general  work, 
liowever,  in  the  presence  of  corroborative  chemical 
evidence,  it  is  quite  proper  and  sufficient  for  all 
practical  purposes,  to  accept  the  Gram  stain  as  re- 
liable and  definitive  in  the  isolation  and  detection  of 
the  g^onococcus. 

Pathology  of  Acute  Gonorrhea. 

There  is  still  some  uncertainty  as  to  which  portion 
of  the  anterior  urethra  is  first  attacked  by  the  disease. 
By  most  observers,  it  is  believed  that  the  gonococci 
coming  into  contact  with  the  mucous  membrane  of 
the  urethral  orifice  find  lodgment  at  the  meatus  and 
there  set  up  the  inflammation.  Others  maintain  that 
the  urethra  in  its  efforts  to  empty  itself  of  the  semen 
during  the  sexual  orgasm  necessarily  creates  a 
vacuum,  as  a  result  of  which  the  infectious  vaginal 
secretion  is  sucked,  as  it  were,  into  the  canal;  ac- 
cording to  these  observers,  the  initial  site  of  the 
gonorrheal  invasion  may  be  anywhere  in  the  course 
of  the  anterior  urethra,  but  preferably  and  most 
frequently  at  the  posterior  portion  of  the  fossa  navi- 
cularis.  This  question,  apart  from  its  academic  in- 
terest, also  bears  an  interesting  relationship  to  the 
subject  of  individual  prophylaxis  against  gonorrliea. 
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If  the  gonococci  invariably  begin  tlieir  attaek  near 
the  meattt&,  it  would  appear  safe  to  apply  the  pro- 
phylactic solution  only  to  the  fossa  navicnlaris ;  the 
rest  of  the  canal  need  not  be  protected.  On  the  other 
hand,  if  any  part  of  the  anterior  canal  is  liable  to 
attack,  it  would  seem  that  nothing  short  of  an  in- 
jection filling  the  entire  anterior  urethra  would  be 
of  any  real  value  as  a  preventive  measure.    Eeason- 
ing  backward,  however,  the  fact  that  the  prophy- 
lactics in  practical  use  are  applied  only  to  the  fossa, 
and  are  apparently  successful,  tends  to  support  the 
C  view  that  the  primary  gonorrheal  invasion  involves 
»^  the  region  just  behind  the  urinary  meatus  and  grad- 
es ^  ually  extends  backward  along  the  urethra.* 
©  Q      Having  once  gained  access  to  the  urethra,  if  tbe 
p  I*  gonococci  are  suffered  to  remain  there  undisturbed, 
f:   f"  they  take  root,  so  to  speak,  and  begin  to  grow  and 
[    U  multiply   more   or  less   rapidly.      On  this   rate   of 
t    '    growth,  influenced,  as  it  is,  by  the  variability^  in  the- 
"-    3C  virulence  and  number  of  the  invading  hosts  and  the 
^  O  opposition  they  encounter,  depends  the  duration  of 
^  ^  the  "period  of  incubation,"  or  "hatching"  period.. 
j2  Broadly  speaking,  in  primary  gonorrheal  infections 
m     the  average  period  of  incubation  is  from  four  to  six 
r-^  days,  though  I  have  seen  a  few  undoubted  cases  of 

hI  primary  gonorrhea  with  incubation  periods  as  short 

35  as  twenty-four  hours,  and  as  long  as  three  weeks., 

t  30  This  suggests  the  axiom  that  the  more  virulent  and 

I  ^  numerous  the  infecting  medium,  and  the  less  resist- 

^  [-»  ant  the  urethral   defense,   the   shorter  will  be  the 

1^1  period    of    incubation    and    the    more    severe    the 

^  ^  inflammation. 


2, 


^^  *In   this   connection    it   is   interesting   to   note   that   the 

^  primary  lesion  of  syphilis   may  be  found  in  the   urethra 

vJ  three  or  even  four  inches  from  the  meatus.     This  would; 

^  seem  to  favor  the  "aspiration"  method  of  infection. 

m 
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During  the  incubation  jjcriod;,  pathologic  changes 
are  going  on  progressive!}^  in  the  urethra.  Soon  after 
their  lodgment  in  the  canal  the  gonococci  begin  their 
attack  on  the  integrity  of  the  mucous  membrane, 
causing  it  to  become  hyperemic  and  swollen  and  nar- 
rowing the  lumen  of  the  canal  proportionately.  They 
next  penetrate  between  the  swollen  epithelia  into  the 
subepithelial  tissue,  and  chemotaxis  follows.  This 
is  made  evident  by  an  exudation  into  the  canal  of 
white  blood  cells  and  serum,  which  constitute  the 
classic  discharge  of  pus  visible  at  the  urinary  meatus. 
The  pus  cells  force  their  way  into  the  canal  through 
the  inter-epithelial  cement  substance  even  to  the  ex- 
tent of  destroying  the  epithelia  proper.  The  round 
pus  cells  penetrate  deeper  and  deeper,  so  that  a  poly- 
luorphonuclear  infiltrate  is  formed  beneath  the  sur- 
face of  the  mucous  membrane  down  to  the  sub- 
epithelial connective  tissue;  at  the  same  time,  the 
superficial  glands,  the  crypts  of  Morgagni  and  the 
glands  of  Littre  are  similarly  involved.  The  process 
travels  backward  as  well  as  into  the  deeper  tissues; 
how  far  backward,  depends  upon  the  virulence  of  the 
attack  and  the  resistance  offered  by  the  tissues.  By 
many  observers  it  is  thought  that  the  entire  tract 
down  to  the  bladder  neck  is  involved  in  every  in- 
stance, even  in  the  so-called  anterior  cases.  This 
view  seems  to  be  borne  out  by  the  tendency  to 
chronicity  exhibited  so  often  by  inflammations  that 
are  limited  apparently  to  the  anterior  urethra 
clinically.  These  cases  show  no  signs  whatever  of 
posterior  urethritis;  nevertheless  appropriate  diag- 
nostic tests  properly  made  will  very  often  reveal  the 
jiresence  of  a  mild  posterior  urethritis.  Ordinarily 
the  first  two  or  three  inches  of  the  pendulous  urethra 
are  most  severelv  attacked,  while  the  bulb  is  but  mod- 
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erately  involved.  In  severe  cases,  however,  the  in- 
flammation extends  be3^ond  the  triangular  ligament 
to .  the  membranous  and  prostatic  portions  of  the 
urethra,  and  may  even  assume  the  form  of  a  true 
urethrocystitis. 

All  these  changes  may  take  place  within  two  or 
three  days  after  the  onset  of  the  infection.  The  in- 
flammatory reaction  continues  to  increase  in  intensit^y 
unless  subdued  by  appropriate  treatment,  for  the 
flrst  ten  days  or-  two  weeks,  then  remains  stationary 
about  two  weeks,  and  at  the  fourth  or  fifth  week 
enters  the  third  stage  of  decline.  In  this  stage  the 
damaged  epithelium  begins  to  be  replaced  by  new 
cells  of  the  flat,  horny  variety,  and  the  entire  dam- 
aged mucous  membrane  becomes  more  or  less  scler- 
osed.  The  urethral  glands  may  and  often  do  undergo 
radical  changes  of  the  highest  importance;  their 
secreting  surfaces  may  become  lined  with  non- 
secreting,  horny  epithelia;  their  ducts  may  become 
plugged  with  cell  detritus,  and  cystic  suppuration 
may  develop,  or  they  may  atrophy  as  a  result  of  the 
cell  infiltration  of  the  periglandular  structures. 
Changes  of  a  similar  character,  though  of  more  far- 
reaching  consequences,  occur  when  the  prostatic 
urethra  is  involved.  These  changes  will  be  dis- 
cussed later. 

When  healing  takes  place  it  is  characterized  by  a 
new  growth  of  epithelium,  which  covers  the  raw 
spaces  and  erosions  in  the  old  mucosa.  Being  im- 
pervious to  penetration  by  the  gonococci,  these  cells 
act  as  a  defense  against  further  invasion  by  such 
gonococci  as  may  happen  to  be  left  in  the  urethra 
or  its  many  glands.  When  reinfection  occurs  in 
the  subacute  or  chronic  stages,  as  it  often  does,  it  is 
because  of  a  renewed  attack  by  the  remaining  gono- 
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cocci  on  the  damaged  epithelia  which  have  not  under- 
gone healing.  The  importance  of  this  reparative 
process  is  therefore  easily  apparent,  and  it  teaches 
US  that  in  the  treatment  of  gonorrhea,  while  it  is  a 
sine  qua  non  that,  the  gonococci  be  destroyed,  it  is 
even  more  important  to  secure  a  healed  mucous  mem- 
brane free  from  tears  and  erosions,  that  will  act  as  a 
barrier  against  any  possible  reinfection. 

Symptomatology. 

In  a  typical  case  of  gonorrhea  we  can  easily  dis- 
tinguish three  stages  or  periods — the  advancing, 
stationary  and  declining  stages. 

1.  Advancing  Stage. — Within  two  to  six  days 
after  exposure,  the  first  symptoms  usually  present 
themselves.  Most  patients  complain  of  a  tickling  or 
irritating  sensation  in  the  urethra  near  the  meatus, 
accompanied  by  a  slight  burning  or  smarting  on  mic- 
turition. The  meatus  assumes  a  reddish  color,  and 
between  the  slightly  swollen  lips  may  be  seen  a  bluish 
mucoid  discharge.  These  symptoms  increase  cpian- 
titatively  as  ^vell  as  qualitatively.  Within  a  few  days, 
or  even  in  less  time,  the  simple  sticky  wetness  be- 
tween the  lips  of  the  meatus  has  become  muco-puru- 
lent,  and  soon  appears  as  a  full-fledged  purulent 
discharge.  The  lips  have  become  red  and  swollen 
and  have  assumed  their  typical  "angry''  or  pouting 
appearance;  the  pain  on  urination  has  increased,  and 
so  has  the  tenderness  and  smarting  in  the  canal.  In 
short,  there  is  every  evidence  of  an  acute  inflam- 
matory process. 

By  the  end  of  the  first  week  the  inflammation  has 
spread  backward  to  the  triangular  ligament.  It 
should  be  the  aim  of  good  treatment  to  prevent  the 
extension   of  the   inflammation   beyond  this   point. 
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In  mild  cases  its  extension  beyond  this  structure  to 
the  posterior  urethra  is  unaccompanied  by  special 
symptoms,  except  perhaps  a  slight  increase  in  the 
frequency  of  urination  and  an  occasional  painful 
erection.  When,  however,  the  posterior  urethra  is 
acutely  involved,  it  makes  the  fact  known  by  an  un- 
mistakable complex  of  symptoms.  The  most  com- 
mon of  these  is  the  increased  desire  for  urination 
and  the  increased  pain  accompanying  the  act,  especi- 
ally at  night.  The  patient  urinates  every  hour  or 
two,  or  even  more  frequently,  and  each  act  is  accom- 
panied by  more  or  less  strangury.  The  last  drops 
are  often  blood-stained  in  severe  cases.  Pain  is 
greatest  at  the  end  of  the  urinary  act  and  may  last 
for  some  time.  Erections  are  more  frequent,  some- 
times almost  continuous,  and  exquisitely  painful. 
This  condition  is  known  as  "chordee."  The  discharge 
at  the  meatus  may  be  stationary  or  even  diminished 
in  quantity.  There  is,  however,  an  invisible  but 
actual  discharge  of  pus  from  the  posterior  urethra 
into  the  bladder.*  The  patient  may  be  feverish  and 
look  real  sick.  All  of  these  symptoms  may  develop 
within  the  first  week,  but  usually  they  reach  their 
maximum  intensity  by  the  end  of  the  second  week. 
To  be  sure,  these  symptoms  are  not  equally 
severe  in  all  cases.  In  some,  the  subjective  symp- 
tom of  pain  and  smarting  is  out  of  all  proportion 
to  the  visible  evidence  of  the  disease;  conversely, 
some  patients  will  present  a  profuse  discharge,  very 
cloudy  urine  and  an  angry  looking  meatus,  without 
complaining  of  any  more  pain  than  a  slight  tingling 
in  the  urethra.  It  is  worthy  of  note,  however,  that 
a  small  meatus  predisposes  to  a  severe  inflammation, 
probably  because  it  acts  as  a  dam  and  thereby  causes 

*This    can    be    verified    by    the    author's    "Three    Glass 
Catheter  Test,"  see  page  109. 
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a  retention  of  the  inflammatory  products.  In  all 
cases,  the  personal  equation  enters  largely  into  the 
question  of  symptoms;  the  neurotic  has  considerable 
pain  and  suffering;  the  phlegmatic  has  a  discharge, 
and  nothing  more. 

Second  or  Stationary  Stage. — For  about  two  addi-. 
tional  weeks,  in  the  usual  course  of  the  disease,  the 
symptoms  remain  about  the  same,  unless  complica- 
tions should  develop,  in  which  event  there  are  new 
symptoms,  superimposed  on  the  old.  In  faet,  it  is 
during  this  stationary  period  that  most  complications 
usually  come  on.  Any  cause  that  will  tend  to  in- 
crease the  already  existing  inflammation,  while  it  is 
at  its  maximum  height,  predisposes  to  the  develop- 
ment of  complications,  the  most  common  of  which 
are  acute  vesiculitis,  cystitis,  trigonitis,  epididymitis 
and  arthritis.  Acute  prostatitis  should  be  considered 
an  extension  of  gonorrhea — it  is  so  frequent — rather 
than  a  complication. 

lliird  or  Declining  Stage. — By  the  end  of  the 
fourth  week  or  thereabouts,  in  the  average  case,  we 
notice  a  distinct  change  for  the  better.  The  pain  is 
diminished,  urination  is  less  frequent  and  far  less 
painful,  and  so  are  the  erections.  The  swelling  of 
the  meatus  and  its  redness  are  both  considerably 
diminished;  the  discharge  is  now  muco-purulent  oi 
entirely  mucoid,  and  if  the  urine  be  passed  into  a 
glass  it  appears  much  less  turbid  than  before.  Where 
the  disease  continues  to  improve,  this  decline  of  the 
inflammation  continues  unabated,  until  after  seven 
or  eight  weeks  every  symptom  has  disappeared,  the 
urine  is  sparkling  and  the  patient  is  well. 

Unfortunately  this  happy  ending  is  not  the  rule, 
even  under  the  best  treatment.  Very  often  the  pain  dis- 
appears, the  urinary  frequency  is  reduced  to  normal, 
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erections  are  no  longer  frequent  or  painful^  but  the 
fact  remains  that  there  is  an  inflammation  somewhere 
in  the  urethral  canal;  the  urine  is  not  entirely  clear^ 
and  there  is  a  discharge^  more  or  less  slight^  at  the 
meatus,  and  especially  on  arising  in  the  morning. 
This  condition  may  continue  indefinitel}^  and  we 
then  have  to  deal  with  a  chronic  o-onorrhea. 


Diagnosis. 

The  ease  with  which  a  correct  diagnosis  of  gon- 
orrhea can  be  made,  may  be  said  to  be  in  inverse  pro- 
portion to  the  duration  and  severity  of  the  disease. 
The  longer  the  disease  has  lasted,  and  the  more 
virulent  its  symptoms,  the  more  difficult  it  is,  for 
obvious  reasons,  to  make  a  correct  diagnosis  of  the 
exact  pathologic  conditions.  In  the  usual  run  of 
acute  cases  there  is  little  or  no  difficulty.  In  fact, 
the  objective  sjnnptoms  are  more  than  enough  ordi- 
naril}^,  and  there  is  no  need  of  asking  a  single  ques- 
tion of  the  patient.  When  the  meatus  is  red,  swollen 
and  edematous,  in  other  words,  when  it  looks 
*'angry^'  or  pouting,  and  associated  with  it  is  a  more 
or  less  profuse,  purulent  discharge,  with  painful 
micturition,  the  diagnosis  of  acute  gonorrhea  can  be 
made  to  a  certainty.  To  confirm  this  diagnosis  one 
should  always  examine  the  discharge  microscopically 
for  the  Neisser  gonococcus.  The  simple  methylene 
blue  or  gentian  violent  stain  is  sufficient  for  everv 
purpose  in  such  a  typical  case.  If,  in  such  a  case,  we 
find  diplococci  in  and  between  the  pus  cells,  we  may 
safely  credit  them  with  being  the  Neisser  gonococci , 
if,  however,  there  be  any  reason  for  doubt,  the  Gram 
method  should  be  used,  as  described  previously.  It 
is  very  rarely,  however,  that  there  is  any  doubt  as  to 
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the  nature  of  the  infection  when  the  classic  triad, 
"angry"  meatus,  purulent  discharge  and  painful  mic- 
turition, are  present. 

Differential  Diagnosis. 

When,  however,  the  picture  is  not  so  clear  cut,  the 
question  of  diagnosis  assumes  considerable  import- 
ance, for  there  are  a  number  of  conditions  that  are 
often  mistaken  for  acute  gonorrhea,  sometimes  with 
disastrous  results. 

1.  Suppurative  Balanitis  {Fourth  Venereal  Dis- 
ease) :  This  condition  often  confronts  us  where  the 
patient  has  an  interpreputial  chancre  or  chancroid, 
or  a  purulent  balanitis  (sometimes  called  "the  fourth, 
venereal  disease'')  with  a  tight  foreskin  and  a. 
johimosis  more  or  less  marked.  We  see  a  foul  smell- 
ing discharge  coming  from  the  preputial  orifice,  but 
we  are  unable  to  tell  whether  it  comes  from  within 
or  without  the  urethra.  To  determine  this,  the  pre- 
puce is  rendered  as  clean  as  possible,  and  a  smear  of 
the  discharge  taken  for  examination.  We  next  thor- 
oughly irrigate  the  preputial  cavity  (not  the  urethra) 
v»dth  a  warm  sterile  solution,  until  the  washings  come, 
out  clear.  The  patient  now  passes  his  urine  into  a 
clean  glass.  If  he  has  gonorrhea,  the  urine  will  be 
cloudy  and  will  most  likely  contain  gonococci;  if  the 
urine  comes  out  clear,  we  know  that  the  lesion  is 
e^traurethral.  Our  next  step  should  be  to  determine 
the  nature  of  the  lesion  by  relieving  the  phimosis.  If 
a  chancre  be  present,  it  can  often  be  felt  by  the  hand 
through  the  foreskin;  if  the  lesion  be  a  chancroid, 
the  presence  of  a  painful  bubo,  tending  in  some  cases 
toward  suppuration,  is  also  an  aid  in  the  diagnosis. 
Where  retraction  is  impossible,  bilateral  incisions  are 
imperative,  for  diagnosis  and  for  treatment  as  well. 
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2.  Intraurethral  Chancre.  This  lesion,  when 
present,  is  usually  found  at  or  near  the  meatus,  but  it 
may  be  found  in  the  urethra  as  far  back  as  three  or 
four  inches.  When  at  the  meatus,  the  typical  indura- 
tion and  generally  swollen  and  eroded  appearance 
make  the  diagnosis  a  matter  of  no  great  difficulty,  but 
one  must  always  be  on  his  guard  lest  its  presence  be 
overlooked.  Very  often  the  localized  induration  in 
the  urethra  or  at  the  meatus  is  first  observed  by  the 
patient  himself,  particularly  when  it  is  situated  some 
<3istance  back  of  the  meatus. 

3.  Intraurethral  Chancroid.  This  lesion  is  by  no 
means  as  rare  as  some  writers  would  have  us  believe. 
It  is  practically  always  confined  to  the  lips  of  the 
meatus,  though  it  may  extend  backward  into  the 
fossa  navicularis,  I  have  seen  several  instances  of 
urethral  chancroid  in  which  the  patients  were  treated 
for  gonorrhea,  simply  because  there  was  a  urethral 
discharge  at  the  meatus  and  the  urine  was  not  clear 
Avhen  passed  into  a  glass.  In  one  instance*  the 
patient  was  getting  daily  injections  for  three  weeks 
without  the  slightest  improvement.  The  contact  of 
the  syringe  against  the  meatus  was  unusually  painful, 
and  several  times  severe  enough  to  cause  the  patient 
to  faint.  When  I  saw  him  the  chancroid  was  plainly 
visible,  surrounding  the  meatus  like  a  cap.  The 
urine  was  quite  clear  and  a  microscopic  examination 
of  the  glairy  discharge  failed  to  reveal  the  presence 
of  gonococci. 

4.  Simple  or  Non-Specific  Urethritis.  The  non- 
specific varieties  of  urethritis — that  is,  those  which 
are  not  produced  by  the  action  of  the  Neisser  gono- 
coccus,  are  not  usually  very  difficult  to  diagnose  if 
the  possibility  of  their  presence  is  thought  of.     In 

*Syniptoms,  Diagnosis  and  Complications  of  Gonor- 
rhea," Wolbarst,  Medical  News,  Nov.  8,  1902. 
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this  elassilioation  are  incliuled  tliose  cases  in  which 
the  inflammation  is  brought  about  by  contact  with 
menstrual  or  leucorrheal  discharges,  excessive  and 
imusual  sexual  strain  and  irritant  conditions  of  the 
urine.  Instrumentation  and  irritant  injections  are 
also  exciting  causes.  Whether  these  exciting  causes 
are  capable  of  producing  an"  inflammatron  in  an 
otherwise  healthy  urethra,  is  still  doubted  by  some 
writers ;  but  there  is  no  doubt  that  when  the  urethra 
is  already  the  seat  of  a  chronic  inflammatory  pro^ 
cess,  even  of  low  grade,  and  even  in  the  absence  of 
gonococci,  any  of  these  factors  is  capable  of  causing 
a  catarrhal  inflammation  which  it  is  important  to 
differentiate  from  the  gonorrheal  variety.  These  at- 
tacks seem  to  be  most  common  among  men  who  have 
the  general  catarrhal  diathesis,  and  should  properly 
be  regarded  as  one  of  the  manifestations  of  that  con- 
dition. I  have  frequently  noted,  in  this  connection, 
that  where  excessive  sexual  strain  is  ascribed  as  the 
cause  of  the  inflammation,  it  will  often  if  not  always 
be  found,  that  the  posterior  urethra,  as  well  as  the 
anterior,  is  involved.  In  other  words,  we  have  to 
deal  also  with  a  subacute  congestion  of  the  prostatic 
urethra  and  of  the  prostate  itself. 

In  non-specific  urethritis  the  period  of  incubation 
is  usually  of  shorter  duration  than  in  the  specific 
variety,  and  the  disease  is  characterized  throughout 
its  entire  course  by  less  virulent  symptoms  than  those 
of  gonorrhea.  There  is  a  slight  burning  sensation 
on  micturition,  the  meatus  is  but  slightly  reddened 
and  rarely  swollen,  and  a  whitish  secretion,  in  which 
gonococci  cannot  be  found,  can  be  squeezed  from  the 
urethra.  This  is  in  sharp  contrast  to  the  profuse 
virulent-looking  secretion  which  is  seen  in  the  specific 
variety,  though  in  some  cases  the  discharge  may  be 
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quite  profuse.  The  course  of  the  disease  is  not  only 
milder  in  ever}'  way,  but  the  duration  is  considerably 
less  than  that  in  true  gonorrhea,  and  it  is  quite  cer- 
tain that  many  of  the  reports  of  wonderfully  quick 
cures  of  so-called  gonorrhea  were  actually,  though  un- 
knowingly, dealing  with  these  simple  or  non-specific 
varieties.  There  are  exceptional  cases,  however,  in 
which  the  sj'mptoms  and  course  of  the  disease  so 
closely  resemble  the  gonorrheal  variety  that  the  diag- 
nosis can  only  be  made  after  fruitless  and  repeated 
search  for  the  gonoeocci.  These  cases  may  run  an 
exceedingly  obstinate  course,  in  spite  of  all  and  any 
treatment,  or  perhaps  because  of  it,  and  occasionally 
a  condition  of  sexual  neurasthenia  nlay  follow. 

:5.  Syphilis  of  the  Urethra.  In  addition  to  the 
primary  lesion,  the  urethra  may  be  attacked  by 
syphilis  as  one  of  the  s}Tiiptoms  of  the  secondary 
stage,  and  also  in  the  form  of  a  gumma.  Both  of 
these  conditions  are  rather  rarely  seen,  possibly  be- 
cause of  the  inherent  difficulty  of  making  this  diag- 
nosis and  also  because  of  the  unusual  location  of 
these  lesions.  An  exanthem  of  the  urethra  is  just  as 
possible  as  the  same  lesion  on  any  other  mucous 
membrane.  When  present  it  simulates  the  non- 
specific form  of  urethritis.  The  diagnosis  is  made 
by  exclusion — ^absence  of  gonoeocci  in  the  discharge 
and  the  futilit}"  of  anti-gonorrheal  treatment.  As  a 
last  resort  the  diagnosis  might  bemade  with  the  aid  of 
the  urethroscope.  The  Wasserman  test  and  the  ap- 
pearance of  secondary  lesions  in  other  parts  of  the 
body  also  help  in  the  diagnosis. 

Gummata  of  the  urethra  are  sometimes  mistaken 
for  folliculitis  and  periurethral  abscess.  Before 
breaking  down,  they  appear  as  hard  circumscribed 
nodes,  but  sooner  or  later  they  break  down  and  con- 
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stitute  large-sized  ulcers,  which  in  turn  may  form 
fistulae.  Here,  too,  the  diagnosis  is  made  by  ex- 
clusion and  b}^  the  presence  of  other  syphilitic 
lesions. 

These  various  types  of  urethral  inflammation  are 
to  be  thought  of  Avhenever  a  patient  presents  himself 
with  symptoms  that  are  not  typical  of  acute  gon- 
orrhea. In  the  typical  cases  the  symptoms  are  so 
clear-cut  and  unmistakable  that  the  microscope 
should  be  used  simply  to  confirm  the  clinical 
diagnosis. 

Methods  of  Examination  in  Urethral 
Inflammations. 

After  taking  a  careful  history,  the  first  step  in 
making  a  diagnosis  in  any  given  case  of  urethral  in- 
flammation is  to  cleanse  the  meatus  and  take  a 
specimen  of  the  discharge  on  a  sterilized  platinum 
loop  for  microscopic  examination.  The  common 
practice  of  pressing  a  glass  slide  against  the  un- 
cleansed  meatus  cannot  be  commended  on  any 
ground  whatever.  However  defensible  it  may  be  in 
a  crowded  dispensary,  it  has  surely  not  the  slightest 
justification  in  private  practice.  The  presence  or 
absence  of  gonocoeci  having  thus  been  determined, 
we  are  prepared  for  the  next  step,  namely  to  deter- 
mine how  far  back  the  inflammation  has  extended. 
In  cases  of  but  a  few  days'  duration,  the  Thompson 
two-glass  test*  is  ample.  The  patient  passes  his 
urine  into  two,  or  preferably  three,  clean  glass  cyl- 
inders. At  least  two  ounces,  but  not  more,  should  be 
passed  into  the  first  glass.  For  the  second  glass  one 
ounce   is  sufficient;  the  third  glass   should  contain 

♦Thompson  Test,  devised  in  1868  by  Sir  Henry  Thomp- 
son   ("Diseases  of  the  Urinary  Organs"). 
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the  last  drops  of  urine  that  can  be  squeezed  out  of 
the  bladder.  In  acute  anterior  gonorrhea,  the  urine 
in  the  first  glass  is  cloudy,  the  second  clear  (Fig.  2) ; 


Fig.  2.    Acute   anterior  urethritis,   Thompson  two-glass   test :    G 1, 
cloudy  urine;   G  2,  clear  urine. 


in  acute  posterior  gonorrhea,  glass  one  is  cloudy, 
glass  two,  the  same,  or  less  cloud}^  (Fig.  3)  ;  in  acute 
urethro-cystitis,  glass  one  is  cloudy,  glass  two,  less 
cloudy;  glass  three,  very  cloudy  (Fig.  4). 


Fig.  3.    Acute     antero-posterior     urethritis,     Thompson     two-glass 
test:    G 1,    cloudy   urine;    G  2,    cloudy   urine. 
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When,  however,  the  case  has  histecl  for  some  time, 
or  when  it  is  suspected  that  an  acute  inflammation 
has  become  superimposed  upon  a  chronic  posterior 
urethritis,  it  is  best  at  the  first  visit,  to  do  one  of 
the  irrigation  tests,  the  simplest  of  which  is  Smithes*. 
The  patient  comes  with  a  full  bladder;  before  he 
urinates,  the  anterior  urethra  is  thoroughly  washed 
out  with  luke-warm  sterile  water,  f  until  the  wash- 
ings come  out.  into  a  second,  or  control  glass,  abso- 
lutely clean.  This  tells  us  that  the  anterior  canal  is 


Fig.  4.  Acute  urethro-cystitis,  Thompson  two-glass  test  (third 
glass  added):  G 1,  cloudy  urine;  G  2,  less  cloudy  urine;  G  3,  more 
cloudy  urine. 


perfectly  clean.  The  patient  now  passes  his  urine 
into  a  third  clean  glass.  If  the  urine  thus  passed  is 
clear  and  sparkling,  the  inflammation  is  limited  to 
the  anterior  urethra  (Fig.  5).  If  it  be  cloudy  or 
turbid  (Fig.  6),  the  posterior  urethra  is  also  in- 
volved. 

When  properly  performed  this  test  is  absolutely 
reliable.    The  writer  employs  the  following  method  : 

*Ref.  Lohnstein,  Deutsche  Med.  Woch.,  1893,  No.  44, 
p.  1072. 

tThis  water  may  be  colored  with  a  drop  or  two  of 
methylene   blue  or  pota.ssium  permanganate  solution. 
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The  patient  lies  on  a  table  with  a  large  measuring 
glass  so  placed  as  to  catch  all  the  washings  from  the 
urethra  (Fig.  20).     When  three  or  four  ounces  of 


Fig.  5.  Acute  anterior  urethritis,  irrigation  test:  G 1,  cloudy 
washings  from  anterior  urethra ;  G  2,  clean  washings  (control  glass)  ; 
G  3,  clear  urine  passed  by  patient,  showing  posterior  urethra  un- 
affected. 

fluid  have  been  used  in  irrigating,  the  washings  are 
transferred  into  a  clean  glass  (G-  1).  The  measur- 
ing glass  is  again  placed  in  position  and  the  urethra 


Fig.  6.  Acute  antero-posterior  urethritis,  irrigation  test:  Gl, 
cloudy  washings  from  anterior  urethra ;  G  2,  clean  washings  (con- 
trol glass) ;  G  3,  cloudy  urine  passed  by  patient,  showing  posterior 
urethra  affected. 
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thoroughly  washed  again  and  again,  until  the  wash- 
ings poured  into  a  clean  glass  are  clear  and  sparkling. 
This  we  call  the  control  glass  (G  2).  The  patient 
now  passes  his  urine  in  a  third  clean  glass  (G  3), 
and  the  contents  of  G  1  and  G  3  are  carefully 
studied.  The  writer  prefers  to  use  a  small  glass 
sjTinge  holding  just  enough  to  fill  the  anterior 
urethra.  Goldenberg*  and  Jadassohn f  recommend 
the  use  of  a  rubber  catheter  inserted  back  to  the 
urethral  bnlb.  The  patient  should  be  cautioned  not 
to  pass  any  of  his  urine  while  the  urethra  is  being 
washed,  and  furthermore,  he  should  preferably  have 
retained  his  urine  for  at  least  three  or  four  hours. 
By  this  method  of  examination,  at  the  first  visit,  the 
gross  fallacies  of  the  two-glass  test  will  be  avoided. 

After  the  first  examination,  it  is  not  necessary 
that  this  irrigation  test  be  resorted  to,  except  at 
occasional  intervals  in  order  to  judge  the  results  of 
our  treatment.  In  the  course  of  the  treatment,  the 
Thompson  test,  made  at  every  visit,  is  ample  for 
all  our  purposes. 

It  goes  without  saying,  that  the  cloudiness  in  the 
urine  may  be  due  to  other  conditions  than  ]3us — 
phosphates  most  commonly,  urates,  mucus  and  bac- 
teria less  often.  If  the  discharge  is  considerable  the 
cloudiness  of  the  urine  is  undoubtedly  due  to  the 
pus.  If,  however,  the  discharge  is  slight  and  we 
have  our  doubts  as  to  the  exact  cause  of  the 
turbidity  of  the  urine,  the  following  simple  tests 
should  be  resorted  to : 

(a)  Heat  some  of  the  urine  in  a  test-tube  for  a 
few  seconds;  if  the  turbidity  disappears  it  was  due 
to  the  presence  of  urates;  if  the  turbidity  increases 

'■Goldenberg-,  Med.  Rec,  Dec.  15,  1888,  p.  700. 
tJadassohn.      Verliandlnngen      der      Deutseh.        Dermat. 
Gesell.sehaft,  I.   issn.   p.   172. 
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or  a  precipitate  forms,  we  have  bacteria,  pus,  phos- 
phates or  mucus. 

(&)  Add  a  little  acetic  or  nitric  acid;  if  the  tur- 
bidity disappears  it  was  due  to  the  presence  of 
phosphates;  if  it  is  increased  or  precipitated,  to  pus 
or  mucus,  or  both;  if  it  remains  unchanged,  to 
bacteria. 

(c)  Add  a  little  solution  of  potassium  hydrate; 
if  we  get  a  gelatinous  coagulum,  the  turbidity  was 
due  to  pus. 

(d)  To  determine  the  presence  of  bacteriuria, 
use  the  microscope. 

Bearing  these  points  in  mind,  it  is  apparent  that 
the  diagnosis  of  uncomplicated  acute  urethral  in- 
flammation can  be  made  to  a  certainty  by  the  objec- 
tive symptoms  alone.  Add  to  these  the  symptoms 
complained  of  by  the  patient,  and  we  have  a  picture 
that  should  admit  of  not  the  slightest  error  in  our 
•diagnosis. 


Extensions  of  the  Inflammation  :  Differential 
Diagnosis. 

Where  complications,  or  preferably  extensions 
occur,  it  is  of  the  highest  importance  that  they 
should  be  recognized.  Principal  among  these  is  the 
occurrence  of  acute  inflamniation  of  the  prostate 
and  seminal  vesicles,  which,  we  feel  justified  in  say- 
ing, is  to  be  found  in  practically  every  case  of  acute 
posterior  urethritis  to  a  greater  or  less  degTee.  What 
makes  this  extension  to  the  prostate  of  even  greater 
importance  is  the  ease  with  which  its  presence  is 
overlooked  in  the  preponderance  of  the  already  ex- 
isting inflammatory  symptoms. 
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1.  Differential  Diagnosis  of  Acute  Prostatitis. 
This  extension  occurs  so  often  that  its  existence 
should  be  expected  in  every  case  of  acute  posterior 
urethritis.  Pathologically  we  recognize  three  dis- 
tinct types  of  acute  prostatitis,  namely,  catarrhal, 
follicular  and  parenchymatous.  Clinically,  however, 
only  the  parenchymatous  form  presents  sufficient 
symptoms  to  enable  us  to  point  to  its  presence  with 
certainty.  The  catarrhal  and  follicular  types  do  not 
offer  any  particular  set  of  symptoms  by  which  their 
presence  may  be  determined  in  the  acute  stage,  ex- 
cept by  an  increase  in  the  extent  and  severity  of  the 
already  existing  symptoms  of  the  posterior  ure- 
thritis. There  is  an  increased  feeling  of  pain  and 
discomfort  in  the  urethra  and  perineum,  more  fre- 
quent and  painful  micturition,  and  occasionally 
painful  defecation.  Per  rectum,  the  prostate  does 
not  present  any  considerable  or  even  moderate  en- 
largement or  tenderness,  and  the  seminal  vesicles, 
which  quickly  reflect  the  prostatic  condition,  are  not 
appreciably  different  from  the  normal.  A  positive 
diagnosis  of  acute  catarrhal  or  follicular  prostatitis 
based  on  its  clinical  manifestations  is  therefore  im- 
possible; nevertheles,  we  are  justified  in  making  the 
diagnosis  when  the  existing  symptoms  in  any  given 
case  of  acute  posterior  urethritis  reach  an  inordi- 
nately high  degree. 

In  the  parenchymatous  form,  however,  where  the 
inflammation  involves  the  deeper  gland  structures, 
the  diagnosis  is  easily  made.  The  entire  gland  or 
any  portion  may  be  attacked,  and  in  extreme  cases 
an  abscess  may  result.  The  organ  is  highly  congest- 
ed, swollen  and  edematous,  and  infiltrated.  Per  rec- 
tum it  is  found  to  be  considerably  enlarged — some- 
times occupying  almost  the  entire  lower  bowel  and 
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obstructing  the  passage  of  solid  feces.  There  is  a 
considerable  increase  in  the  pain  and  perineal  ful- 
ness, and  the  patient  complains  of  a  feeling  as 
though  a  large  foreign  body  were  present.  To  the 
touch  it  is  quite  tender,  often  very  much  so.  The 
symptoms  increase  in  severity  with  the  advance  of 
the  inflammatory  process,  and  soon  general  consti- 
tutional sjruiptoms  indicate  the  presence  of  a  severe 
infection.  There  may  be  a  very  high  fever,  though  not 
invariably;  the  patient  feels  hot  and  cold  and  looks 
sick.  The  rectal  examination  yer  se  is  more  painful 
than  previously,  and  the  entrance  to  the  bowel  is 
blocked  by  this  great,  hot  and  tender  pulsating  pro- 
static mass,  seemingly  as  big  as  the  patient's  head. 
Constipation  is  the  rule;  defecation  is  so  painful  as 
to  be  impossible.  There  can  be  no  mistake  in  the 
diagnosis  unless  we  fail  to  appreciate  the  moment 
when  the  organ  undergoes  suppuration  and  a  pros- 
tatic abscess  exists. 

2.  Acute  Prostatic  Abscess. — This  condition  is 
diagnosed  by  the  extreme  height  of  all  the  symp- 
toms of  the  urethritis  and  the  prostatitis  combined, 
in  addition  to  which  we  have  an  exquisitely  painful 
and  tender  prostate,  hot  and  pulsating,  chills  and 
high  fever,  marked  prostration,  dry  and  coated 
tongue,  and  above  all,  the  presence  of  one  or  more 
areas  of  fluctuation,  showing  the  existence  of  pus. 
It  is  not  always  that  fluctuation  can  be  felt;  in  such 
instances  where  the  clinical  S3riiiptoms  all  point  to 
the  existence  of  an  abscess,  it  is  justifiable  to  look 
for  the  pus  by  the  introduction  of  a  trocar  through 
the  rectum  or  the  perineum.  The  latter  route  is 
to  be  preferred. 

3.  Acute  Periprostatitis:  Periprostatic  Cellulitis: 
Cellulitis  in  the  Male.     When  the  prostatic  inflam- 
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mation  reaches  a  high  degree,  the  process  often  ex- 
tends beyond  the  limits  of  the  organ  proper,  and 
results  in  an  exudation  into  the  connective  tissues 
around  and  about  the  gland.  Subjectively  the  symp- 
toms are  those  of  the  coexisting  abscess  or  inflam- 
mation, but  they  are  apt  to  persist  even  after  the 
abscess  has  ruptured  or  been  opened.  Per  rectum, 
the  finger  runs  into  a  mass  of  soft,  boggy,  inflam- 
matory edema,  completely  or  partly  surrounding  the 
prostate  and  vesicles  and  obliterating  their  outlines. 
The  lower  bowel  is  more  or  less  completely  filled 
with  this  boggy  mass,  which  in  some  places  may 
show  signs  of  fluctuation.  The  diagnosis  is  made 
solely  by  rectal  examination. 

-i.  Acute  Seminal  Vesiculitis:  Spermato-cystitis : 
Peri  vesiculitis. — This  occurs  so  frequently  in  com- 
bination with  acute  prostatitis  and  the  symptoms  of 
both  are  so  fused  together  as  to  render  a  differential 
diagnosis  not  only  impossible  but  unnecessary — 
especially  as  its  presence  calls  for  no  special  treat- 
ment that  is  not  applicable  to  the  prostate.  The 
diagnosis  is  made  per  rectum.  On  either  side  of  the 
prostate  in  well-defined  cases,  a  sausage-like  mass, 
occasionally  bearing  a  strong  resemblance  to  a  fin- 
ger in  size  and  shape,  can  be  felt  diverging  upward 
and  outward  from  the  median  line.  At  times,  it  is 
impossible  to  identify  them  at  all,  but  with  experi- 
ence one  is  almost  always  able  to  distinguish  at  least 
that  portion  of  the  vesicles  nearest  the  prostate, 
just  as  it  emerges  from  that  organ.  Where  con- 
siderable periprostatitis  exists,  they  cannot  be  iso- 
lated from  the  general,  indistinct  mass. 

Generally  speaking,  we  should  be  guided  in  mak- 
ing our  differential  diagnosis  in  acute  gonorrhea 
and  its  extensions,  not  so  much  by  any  particular 
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diagnostic  symptom,  as  by  the  combined  subjective 
and  objective  manifestations  presented  by  the 
patient.    These  are  always  our  best  guide. 

Treatment  of  Acute  Urethritis. 

There  can  be  no  routine  treatment  applicable  to  all 
cases  of  acute  male  gonorrhea  for  obvious  reasons. 
We  must  first  determine  whether  the  anterior  urethra 
alone  is  affected,  or  the  posterior  as  well,  and  what 
complications,  if  any,  exist;  and  we  must  judge  by 
the  complex  of  symptoms  how  virulent  and  exten- 
sive the  infection  is.  All  these  factors  should  in- 
fluence us  in  our  choice  of  the  method  to  be  pursued 
in  treating  the  disease. 

If  we  see  the  case  very  early — i.  e.,  within  the  first 
twenty-four  hours  of  the  appearance  of  symp- 
toms— and  if  a  rapid  cure  is  demanded,  we  are  justi- 
fied in  attempting  the  abortive  method;  if  the  abor- 
tive period  has  passed,  but  the  disease  is  still  limi- 
ted to  the  anterior  urethra,  we  should  aim  to  pre- 
vent its  extension  to  the  deep  urethra.  If,  however, 
the  latter  is  already  involved,  our  treatment  should 
be  directed  along  lines  that  will  seek  to  limit  the 
spread  of  the  inflammation  and  prevent  the  develop- 
ment of  complications. 

The  treatment  of  acute  gonorrhea  in  the  male 
must  have  two  primary  objects  in  view — namely,  to 
destroy  the  gonococci  and  other  germs  that  have 
lodged  in  the  various  portions  of  the  genitourinary 
tract,  and  to  restore  the  affected  parts  to  their  nor- 
mal condition.  Any  method  of  treatment  that  does 
not  accomplish  these  results  should  be  discarded. 
We  are  therefore  limited  in  our  therapeutics  to  such 
measures  and  remedies  as  will  destroy  the  etiologic 
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germ  of  the  disease  without  inflicting  damage  on 
the  affected  tissues. 

One  fact  should  always  be  borne  in  mind — the 
intolerance  of  the  inflamed  urethra  to  heroic  treat- 
ment. This  fact  renders  most  attempts  to  abort  the 
disease  futile,  except  in  those  rare  instances  in 
which  the  treatment  is  begun  within  a  few  hours 
after  the  inflammation  makes  itself  manifest;  in 
other  words,  while  the  disease  is  limited  to  the  fossa 
navicularis.  Once  the  disease  has  passed  into  the 
urethra  proper,  it  is  better  to  let  it  run  its  usual 
course,  except  in  so  far  as  we  can  render  the  attack  as 
mild  and  as  painless  as  possible,  and  prevent  its  ex- 
tension to  the  deeper  parts. 

Abortive  Treatment. 

The  abortive  treatment  in  particular  should  aim 
to  destroy  such  germs  as  are  present  without  injur- 
ing the  mucous  membrane.  Silver  nitrate  has  been 
for  many  years  the  favorite  means  of  aborting  gon- 
orrhea. A  very  strong  solution  (gr.  xv  to  §1  of  dis- 
tilled water)  is  injected  into  the  urethra  and  retain- 
ed for  a  few  seconds.  This  is  followed  by  a 
neutralizing  injection  of  a  weak  sodium  chlorid 
solution,  and  the  bladder  is  then  emptied.  Or,  in- 
stead of  this  strong  solution,  a  very  weak  solution 
(gr.  i  to  §i)  may  be  used  every  two  or  three  hours 
for  five  or  six  injections.  Both  of  these  methods 
are  painful,  and  often  increase  the  inflammation  in- 
stead of  aborting  it.  I  never  employ  them  in 
practice  and  believe  they  should  never  be  used. 

A  painless  method,  and  an  effective  one  at  times, 
is  the  following: — 

"A  microscopic  examination  of  the  secretion  is 
first  made.     If  the  discharge  is  slight,  and  if  the 
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majority  of  the  gonococci  still  are  extracellular^  a 
solution  of  protargol  is  employed  in  the  strength 
of  one-sixth  to  one-third  per  cent.  If  the  discharge 
is  at  all  pronounced,  or  if  the  greater  part  of  the 
gonococci  are  intracellular^  a  one-third  to  one-half 
per  cent,  solution  is  used.  The  method  is  employed 
only  when  the  second  urine  is  clear.  After  urina- 
tion the  urethra  is  anesthetized  by  an  injection  of 
a  mixture  of  4  c.c.  of  a  one  per  cent,  cocain  solution 
and  4  c.c.  of  a  one  per  cent,  protargol  solution. 
After  this  the  anterior  urethra  is  cleansed  with  150 
c.c.  of  the  protargol  solution.  Following  this,  an 
irrigation  of  the  whole  urethra  is  made,  with  150 
c.c.  of  the  solution.  The  patient  then  empties  his 
bladder  of  the  irrigated  fluid.  This  irrigation  of 
the  entire  urethra,  with  immediate  emptying  of  the 
fluid,  is  repeated  from  one  to  three  times  in  the 
same  sitting,  so  that  the  urethra  is  flushed  four  to 
eight  times.  In  addition,  the  patient  is  given  a  solu- 
tion of  protargol,  one-half  per  cent.,  with  which  he 
injects  himself,  three  to  five  times  during  the  day, 
retaining  the  fluid  ten  minutes  each  time.  During 
the  succeeding  days,  if  the  gonococci  have  dis- 
appeared, the  strength  of  the  solution  and  the  quan- 
tity of  fluid  injected  are  diminished,  to  be  suspend- 
ed, if  the  result  is  positive,  on  the  fourth  or  fifth 
day,  at  the  latest.  The  injections  by  the  patient 
are  also  diminished  and  suspended  in  a  similar  man- 
ner. Then  follow  the  usual  provocative  tests  and 
control  examinations."* 

Another  rational  and  sometimes  effective  method 
consists  in  irrigating  the  anterior  urethra,  two  or 
threee  times  daily  for  a  week  or  two,  without  a 
catheter,    with    a    hot    solution    of    silver    nitrate 

*Med.  News,  March  12,  1904. 
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(1-20^000)^  protargol  (1-500),  or  potassmm  per- 
manganate (1-4000).  It  is  quite  possible  that  what- 
ever good  is  accomplished  by  these  irigations  is  to 
be  found  in  the  thorough  flushing  of  the  urethra 
with  the  hot  water,  rather  than  in  the  medium  used. 
When,  however,  the  method  selected  for  aborting 
the  disease  is  not  successful,  as  is  often  the  case,  we 
must  resort  to  systematic  treatment,  always  having 
in  mind  the  axiom  that  the  urethritis  proper  is  by 
no  means  as  serious  a  disease  as  its  possible  compli- 
cations, and  that  the  complications  are  very  often 
the  result  of  indiscreet  and  unscientific  treatment. 

Systematic  Treatment  of  Acute  Anterior 
Urethritis, 

We  may  divide  the  subject  of  treatment  into 
three  divisions,  hygienic,  internal  and  local. 

Hygienic  regulation  of  the  patient's  life  is  abso- 
lutely necessary  if  a  cure  is  hoped  for,  and  applies 
Avith  equal  force  to  anterior  and  posterior  urethritis. 
This  means  that  the  patient  should  avoid  unneces- 
sary physical  exertion,  rest  as  much  as  possible,  ride 
rather  than  walk,  sit  rather  than  stand,  and  avoid 
alcohol  and  spicy  foods.  The  diet  should  be  simple, 
with  plenty  of  fluid,  preferably  plain  water,  between 
meals.  It  is  a  good  rule  to  have  the  patient  drink  a 
glass  of  water  every  hour.  The  bowels  should  be  kept 
open,  and  for  this  nothing  is  better  than  the  familiar 
rhubarb  and  soda  mixture.  The  patient  should  be 
particularly  instructed  as  to  the  contagiousness  of  the 
discharoe.  with  especial  reference  to  the  care  of  the 
eyes.  All  soiled  dressings  should  be  destroyed  by 
burning,  and  the  hands  carefully  washed  with  soap 
and    water   after   hanrlling   the   affected    parts.      Of 
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course,  sexual  excitement   and  indulgence  must  be 
prohibited. 

In  dispensary  practice,  and  eyen  in  private  work, 
it  is  well  to  distribute  to  the  patients,  printed  in- 
structions, the  observance  of  which  is  necessary  for 
their  well-being.  I  find  them  very  useful;  besides, 
they  save  much  time.  At  the  West  Side  German 
Dispensary  we  use  a  leaflet  as  follows : 

General    Directions    For    Patients    Suffering 
With  Gonorrhea. 

I.  You  are  suffering  with  a  contagious  disease. 
You  must,  therefore,  be  careful  to  carry  out  the 
orders  of  your  doctor  exactly,  in  order  that  the  dan- 
ger to  yourself  may  be  as  little  as  possible,  and  the 
infection  of  others  prevented. 

II.  Complications  develop  very  easily,  during 
the  course  of  this  disease,  particularly  after  sexual 
intercourse  or  sexual  excitem.ent,  or  after  drinking 
beer,  wine  or  liquors. 

III.  The  absence  of  a  profuse  discharge  does  not 
mean  that  the  infectious  stage  of  the  disease  is  past. 
Even  in  the  watery  discharge,  or  in  the  threads  in 
the  urine,  the  germs  may  live  for  a  long  time  after 
all  acute  symptoms  are  gone,  thus  making  it  still 
possible  to  infect  others.  Therefore  do  not  consider 
yourself  cured  until  the  doctor  tells  you  so 
definitely. 

IV.  Should  you,  for  any  reason,  have  to  remain 
away  from  treatment  here,  then  go  to  some  reput- 
able physician,  or  dispensary,  for  treatment;  tell 
him  the  nature  of  your  illness,  and  follow  his  in- 
structions until  he  tells  you  that  you  are  cured. 
Never  consult  "quacks"  or  those  doctors  who  adver- 
tise. 
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Y.  Do  not  resume  sexual  intercourse  until  the 
doctor  tells  you  that  you  are  cured.  If  you  ask  the 
doctors,  they  will  inform  you  how  to  avoid  infection. 

EuLES  To  Be  Observed. 

1.  iifter  each  handling  of  the  parts,  do  not  for- 
.  get  at  once  to  wash  the  hands  well,  with  soap  and 

water,  and  to  dry  them  upon  a  clean  towel.     Keep' 
tliis  towel  separate,  for  yourself. 

2.  Do  not  touch,  or  rub  your  eyes.  The  danger 
of  infecting  them  is  very  great,  and  may  lead  to 
blindness. 

3.  Wash  the  diseased  parts  gently,  morning  and 
evening,  with  lukewarm  water  and  soap,  drying  with 
a  small  piece  of  clean,  soft  linen  (such  as  part  of  an 
old  handkerchief).  Burn  the  cloth  after  using. 
Sleep  alone. 

4.  The  doctors  will  show  you  how  to  apply  a 
small  dressing  to  protect  your  clothing  from  the 
discharge.    Wear  one  of  these  constantly. 

5.  Take  at  least  one  warm,  full  bath  a  week,  just 
before  going  to  bed.  Wear  the  protective  dressing 
during  the  bath.  After  the  bath,  wash  out  the  bath- 
tub with  soap  and  water. 

6.  Dress  yourself  warmly;  avoid  draughts,  ex- 
posure to  cold  or  wet,  and  wet  feet.  Keep  as  quiet 
as  your  work  allows.    Keep  the  bowels  regular. 

7.  Do  not  touch  beer,  wine,  or  liquor  at  all.  Do 
not  drink  carbonated  waters.  Drink  plenty  of  plain 
water,  or  milk.  Coffee,  or  tea,  in  small  quantity 
will  not  be  injurious. 

8.  Avoid  spices,  such  as  pepper,  mustard,  pap- 
rika, cloves,  cinnamon,  nutmeg,  or  foods  containing 
them.    Eat  plain,  light  food. 
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9.  Avoid  the  company  of  women.  Sexual  excite- 
ment brings  on  complications. 

10.  Come  regularly  for  treatment,  and  carry  out 
your  treatment  at  home  carefully.  When  in  doubt, 
ask  the  doctors. 

The  best  dressing  (if  a  foreskin  is  present)  is  a 
piece  of  gauze,  about  four  inches  square,  with  a  hole 
cut  in  the  center  just  large  enough  to  admit  the 
glans  penis  (Taylor).  It  is  passed  over  the  glans  to 
the  corona  and  the  foreskin  is  pulled  down  over  it, 
thereby  holding  it  in  place.  This  dressing  has  the 
advantage  of  gathering  all  the  discharges,  while  at 
the  same  time  it  does  not  act  as  a  dam  to  the  secre- 
tion. If  there  be  no  foreskin,  the  same  result  is 
attained  by  taking  a  piece  of  four-inch  gauze  ban- 
dage, eight  inches  long,  and  wrapping  it  around  the 
penis  so  that  at  least  two  inches  of  the  bandage  pro- 
trudes beyond  the  glans.  This  is  held  in  place  by  a 
rubber  band  or  a  piece  of  narrow  bandage.  The  so- 
called  "gonorrhea  bags"  are  also  of  value.  I  think 
it  is  well  that  a  proper  suspensory  bag  should  be 
worn,  especially  by  those  who  do  hard  work.  The 
penis  should  never  be  squeezed  to  bring  out  a  dis- 
charge, nor  should  pressure  of  any  kind  be  made, 
either  by  tight  clothing  or  otherwise.  The  patient 
should  sleep  alone,  preferably  on  his  side,  and  should 
avoid  warm  bed  "coverings.  If  the  inflammation  is 
severe  the  penis  should  be  immersed  several  times  a 
day  in  water  as  hot  as  can  be  borne.  To  this 
water  may  be  added  a  little  permanganate  of  potash 
or  bichlorid  of  mercury.  In  any  event  the  organ 
should  be  bathed  several  times  daily,  and  the 
preputial  cavity  kept  particularly  clean  to  avoid 
irritation. 
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Internal  treatment  of  uncomplicated  acute 
urethritis  should  aim  to  render  the  urine  bland 
and  sterile — antiseptic  if  possible — so  that  the  act 
of  urination  may  not  only  be  accomplished  with  a 
minimum  amount  of  pain,  but,  by  virtue  of  the 
added  qualities^  help  to  cure  the  disease,  either  by 
actually  destroying  the  gonococci  or  rendering  the 
urethra  unsuitable  for  their  development  and 
growth.  For  many  years  it  was  thought  best  to 
render  the  urine  alkaline;  even  at  the  present  day 
the  practice  is  current  with  many  practitioners. 
Within  the  past  decade,  however,  there  has  arisen  a 
tendency  to  do  away  with  the  familiar  alkaline  mix- 
tures and  substitute  for  them  the  so-called  "urinary 
antiseptics''  and  modified  balsamics.  I  am  inclined 
to  believe  that  at  least  a  few  of  these  preparations 
have  real  value  in  the  auxiliary  treatment  of  gon- 
orrhea; among  these  I  include,  from  personal  ex- 
perience, methylene  blue,  helmitol,  santyl,  arhovin, 
salol,  and  urotropin. 

Methylene  blue,  in  doses  of  one  grain  three  or 
four  times  daily,  constitutes,  in  my  experience,  the 
most  valuable  adjunct  to  the  local  treatment.  It  may 
be  given  alone,  or,  as  I  prefer  it,  in  combination 
with  four  grains  of  boric  acid.  I  have  also  used  it 
with  satisfaction  in  combination  with  the  other 
preparations  mentioned  above.  Without  unduly 
exaggerating  the  value  of  the  m^'ethylene  blue  and 
boric  acid  combinaion,  I  believe  it  exerts  a  specific 
influence  in  gonorrhea,  having  used  it  in  many 
thousands  of  cases  with  a  growing  respect  for  its 
efficacy.  Helmitol  (gr.  vii)  has  given  me  more 
satisfaction  in  gonorrhea  than  urotropin  or  salol, 
and  I  find  that  both  santyl  and  arhovin  exert  a 
soothing  and  sedative  effect  on  the  inflamed  mu- 
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cous  membrane.  I  never  use  santal  oil  or  Lafayette 
mixture  in  the  acute  stages. 

It  goes  without  saying  that  as  complications  arise, 
additional  means  of  combating  them  will  be  found 
necessary;  these  will  be  mentioned  in  their  appro- 
priate places. 

For  uncomplicated  acute  cases,  the  above  list  will 
be  found  ample,  the  preference  in  my  opinion  to  be 
given  to  the  methylene  blue  and  boric  acid  combina- 
tion. In  passing  it  might  be  well  to  add  that  this 
combination  has  many  times  been  most  efficient  in 
curing  a  simple  nonspecific  urethritis  without  any 
other  treatment  whatsoever. 

Local  treatment  may  either  aim  to  actually  de- 
stroy the  gonococci,  or  what  is  equally  effective  and 
less  dangerous,  merely  render  the  urethral  canal 
unsuitable  for  their  growth,  and  starve  them  out,  as 
it  were.  In  either  event,  we  should  constantly  en- 
deavor to  confine  the  disease  to  the  anterior  urethra, 
and  this  is  best  done  by  producing  the  smallest 
amount  of  irritation  and  reaction  compatible  with 
the  destruction  of  the  gonoeocci. 

I  believe  it  to  be  the  consensus  of  opinion  that 
most  of  the  preparations,  with  one  or  two  possible 
exceptions,  that  have  the  power  of  destroying  the 
gonoeocci  in  the  urethra  likewise  have  the  power  of 
inflicting  more  or  less  damage  to  the  urethral 
mucosa.  Such  remedies  should  be  avoided.  The 
human  urethra  is  not  a  glass  test  tube.  Sanity  in 
the  treatment  of  acute  gonorrhea  demands  that 
nature  be  given  a  chance  to  rid  the  canal  of  the 
etiologic  factor  and  the  products  of  the  disease,  and 
this  policy  is  best  applied  by  a  conservative  treat- 
ment, one  that  constantly  aims  to  encourage  the 
natural  tendency  of  the  inflammation  to  limit  itself. 
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Having  this  policy  in  mind,  any  and  all  local  treat- 
ment that  causes  pain  or  irritation  is  to  be  avoided, 
on  the  ground  that  it  will  do  more  harm  than  good. 

If  the  urinary  meatus  is  very  small,  I  invariably 
enlarge  it,  in  spite  of  the  profuse  discharge.  I  have 
never  yet  seen  infection  result.  If  there  is  a  long 
and  tight  prepuce  with  a  tendency  to  phimosis  and 
paraphimosis,  I  consider  it  good  practice  to  circum- 
cise the  patient. 

Local  Treatment  of  Anterior  Uretliiitis. — At  the 
present  day  there  are  two  methods  of  local  treat- 
ment for  acute  anterior  urethritis  that  have  stood 
the  test  of  time.  The  first  consists  of  local  appli- 
cations to  the  canal  by  a  smaU  glass  syringe,  at 
frequent  intervals;  the  well-known  silver  salts  are 
most  commonly  used  in  this  manner.  The  second 
method  is  the  so-called  Janet  method  of  irrigating 
the  urethral  canal  with  hot  permanganate  solution 
under  hydrostatic  pressure.  The  use  of  the  old- 
fashioned  astringents  in  the  acute  stage  has  proper- 
ly been  abandoned.  The  irrigation  method  is  not 
as  popular  to-day  as  it  was  ten  years  ago,  and  I  be- 
lieve that  as  time  goes  by,  and  we  come  to  under- 
stand better  the  value  of  the  new  silver  salts,  and 
I  he  best  methods  of  using  them,  this  treatment  will 
be  entirely  superseded  by  the  silver  preparations. 

The  irrigation  method  has  much  to  commend  it, 
nevertheless.  The  purely  mechanical  value  of  hot 
antiseptic  fluid  in  large  quantity  flowing  in  and  out 
of  the  inflamed  urethra  cannot  be  gainsaid,  but  the 
method  is  open  to  two  serious  objections — the  possi- 
bility of  irritation  and  trauma  caused  by  the  pressure 
of  this  volume  of  water  against  the  inflamed  mucosa, 
and  the  danger  of  converting  an  uncomplicated  an- 
terior urethritis  into  a  posterior  with  its  subsequent 
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complications,  by  carrying  the  infection  into  the 
deeper  parts  of  the  canal.  While  these  contingencies 
may  be  considered  remote  in  the  hands  of  experts,  it 
should  be  remembered  that  the  irrigation  is  nsnally 
performed  by  men  who  are  not  experts,  and  whose 
sense  of  technic  is  not  always  adjusted  to  the  best 
interests  of  the  patient.  How  many  cases  of  epi- 
didymitis and  prostatitis  owe  their  being  to  the 
faulty  use  of  Janet  irrigations,  none  can  say,  but  the 
number  surely  mounts  into  the  thousands.  It  must  be 
admitted  that  in  the  hands  of  men  who  can  be  trusted, 
as  a  result  of  experience,  this  column  of  hot  water 
forcing  its  way  gently  into  the  urethra  is  capable  of 
cutting  short  a  yirulent  attack  of  gonorrhea,  minimiz- 
ing the  pain  and  stopping  the  discharge;  but  in  the 
hands  of  the  average  man  this  same  column  of  hot 
fluid  becomes  a  danger  and  a  menace  to  the  wel- 
fare of  the  patient.  Moreover,  the  same,  if  not 
better,  results  can  be  attained  without  running  the 
risks  of  extensions  and  complications,  by  a  judicious 
use  of  the  silver  salts,  though  it  must  be  conceded 
that  the  latter  method  of  treatment  does  not  present 
the  spectacular  appearance  to  the  patient  that  the 
irrigation  method  does.  Those  who  practice  this 
treatment  advocate  its  employment  daily,  or  twice 
daily  preferably,  copiously  flushing  out  the  urethra 
under  hydrostatic  pressure.  As  pointed  out  by  the 
late  Dr.  Taylor,  these  irrigations  seem  to  cut  short 
the  acute  stage,  but  increase  the  terminal  stage — 
the  result  being  a  tendency  to  the  development  of 
chronic  catarrhal  urethritis.  In  nonspeciflc  ure- 
thritis, this  is,  in  my  experience,  the  treatment 
par  excellence.  A  few  irrigations  given  daily  will 
often  suffice  to  cut  short  the  attack  and  cure  it  en- 
tirely.    In  acute  gonorrheal  urethritis,  however,  I 
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find  it  possible  to  get  equally  good,  if  not  better, 
results  with  other  methods  of  treatment,  and  with- 
out subjecting  the  patient  to  the  palpable  risks  in- 
volved in  the  irrigations;  I  have  therefore  not  used 
this  method  in  the  past  five  years  or  more. 

The  most  successful  and  dependable  method  of 
treating  acute  anterior  urethritis,  in  my  experience, 
is  a  combination  of  the  internal  use  of  the  urinary 
antiseptics  above  mentioned,  with  the  local  em- 
ployment of  one  of  the  new  silver  salts.  In  the 
average  case,  if  it  has  not  been  permitted  to  grow 
too  severe  and  virulent,  very  satisfactory  results 
will  be  had  if  these  new  remedies  are  used  properly. 
The  most  popular  of  these  preparations  are  argonin, 
albargin,  protargol,  argyrol,  and  nargol.  With  the 
first  two  I  have  had  no  experience  whatever.  The 
others  have  proven  of  considerable  value  in  my 
hands,  having  for  some  time  past  used  them*  to 
the  exclusion  of  all  other  remedies.  I  believe  all 
three  are  effective  in  their  respective  strengths — 
i.  e.,  protargol,  \  to  -J  per  cent.,  argyrol  2J  to  5  per 
cent.,  nargol  1  to  2  per  cent.  Argjrrol  has  the  dis- 
advantage of  staining  everything  with  which  it 
comes  in  contact  a  deep  brown,  which  happily  can 
be  removed  by  a  1-500  solution  of  bichlorid  of 
mercury.  Protargol  is  occasionally  more  irritating 
than  the  other  two,  but  I  think  it  is  the  best  of  the 
three  in  the  declining  stage. 

The  introduction  of  these  preparations  has  been 
a  distinct  advance  in  the  treatment  of  specific  ure- 
thritis; when  used  intelligently,  the  inflammation  is 
reduced  almost  immediately,  pain  and  burning  dis- 
appear, the  discharge  diminishes,  and  in  the  vast 

*For  experimental  purposes  I  have  used  protargol  ex- 
clusively at  the  Beth  Israel  Hospital,  narg-ol  at  the  West 
Side  German  Dispensary,  and  arg-yrol  at  my  private  clinic. 
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majority  of  cases  the  inflammatory  process  is  re- 
stricted to  the  anterior  urethra.  This  has  been  my 
personal  experience  in  many  hundreds,  yes  thou- 
sands of  cases. 

Local  treatment  should  be  instituted  at  the 
earliest  moment.  The  earlier  the  treatment  is  be- 
gun the  better  result  can  we  expect.  The  solutions 
must  be  made  fresh  every  day.  I  find  it  inadvisable 
to  give  the  patient  more  than  one,  sometimes  two, 
injections  daily,  and  the  weaker  the  solution  the 
better  the  result.  I  know  that  this  is  quite  con- 
trary to  the  usual  teaching,  but  the  results  have 
justified  this  view  in  my  practice.  I  usually  begin 
with  a  2^  per  cent,  solution  of  argyrol,  1  per  cent, 
nargol,  or  -J  per  cent,  protargol,  once  daily,  unless 
the  discharge  is  very  annoying,  in  which  event  I 
give  a  second  injection.  These  are  retained  at  least 
ten  to  fifteen  minutes — the  longer  the  better,  the 
patient  lying  on  his  back.  Under  these  weak  solu- 
tions the  pain  ceases,  the  discharge  is  kept  under 
control  and  gradually  disappears,  and  extensions  to- 
to  the  posterior  urethra  are  reduced  to  a  minimum. 
Gradually,  yet  slowly,  I  increase  the  strength  of  the 
solution,  always  studying  the  urine  for  the  efi^ect 
that  my  remedy  is  producing.  If  the  urine  con- 
tinues to  come  out  cloudy  and  full  of  pus,  I  dimin- 
ish the  strength  of  the  solution ;  if  it  begins  to  clear 
up  I  increase  it.  This  is  done  on  the  theory  that  the 
more  virulent  the  inflammation  in  the  canal  the  less 
powerful  and  irritant  is  the  remedy  to  be  applied. 
I  prefer  to  give  the  injections  myself  or  have  them 
made  by  a  trained  assistant.  I  rarely  allow  the 
patient  to  do  this  at  home,  because  a  faulty  injec- 
tion often  brings  on  extensions  and  complications, 
and  few  patients  know  how  to  inject  themselves 
properly. 
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Of  course  it  goes  without  saying  that  the  internal 
medication  is  kept  up,  the  bowels  moved  daily,  and 
microscopic  examinations  of  the  urethral  discharge 
made  every  few  days.  If  at  the  end  of  the  second 
or  third  week  the  treatment  has  progressed  suc- 
cessfully, the  urine  will  be  clear  and  show  a  few 
shreds,  there  will  be  no  pain  and  a  slight  watery 
discharge,  which  may  or  may  not  contain  gonococci. 
I  then  use  the  solution  in  increased  strength.  If 
the  urethra  shows  an  intolerance  to  this  change, 
the  strength  should  be  diminished  and  at  the 
earliest  favorable  opportunity  increased  again. 

At  this  stage  the  balsamics  may  be  successfully 
introduced.  Either  santal  oil  m.  x,  or  mistura 
Lafayette,  oii  three  times  daily,  will  be  found 
effective.  Sant}^  will  be  found  less  irritant  than 
either  of  these,  and  equally  useful;  Arhovin  is  also 
useful. 

When  the  fourth  week  of  a  successful  case  arrives^ 
an  astringent  injection  is  substituted  for  the  silver 
solution.  In  a  well-treated  case,  there  is  at  this 
time  no  discharge  and  no  pain,  and  only  a  few 
shreds  in  the  urine  are  to  be  seen.  Zinc  sulfate 
("I  per  cent.)  or  zinc  sulfo-carbolate  (1  per  cent.), 
or  bismuth  subnitrate  (10  per  cent.)  are  apparently 
equally  effective  for  this  purpose.  These  are  con- 
tinued for  two  or  three  weeks,  and  we  find,  at  the 
end  of  six  to  eight  weeks,  a  clear  urine,  a  healthy 
mucous  membrane,  and  an  absence  of  gonococci, 
even  after  the  usual  tests.  It  is  quite  unusual  for  a 
case  of  acute  urethritis,  if  seen  early  in  its  course 
and  treated  by  this  method,  to  extend  to  the  pos- 
terior urethra;  the  second  urine  remains  clear 
throughout,  the  first  urine  clears  up  quickly  and 
gonococci  disappear  within  a  few  weeks.     Pain  is 
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usually  absent  or  very  slight,  and  likewise  the  dis- 
charge. The  patients  feel  well  and  do  not  realize 
that  they  are  sick  unless  they  stop  treatment  for  a 
few  days,  when  a  recurrence  of  the  discharge  sur- 
prises them. 

It  should  not  be  supposed  that  this  satisfactory 
result  is  had  in  every  case;  unfortunately,  exten- 
sions to  the  posterior  urethra  do  occur  in  spite  of 
all  and  any  treatment,  but  I  am  convinced  that 
under  no  other  plan  of  treatment  are  better  results 
to  be  had  in  the  average  case  than  by  the  method 
herein  described. 
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ACUTE  POSTERIOR   URETHRITIS. 

Treatment. 

While  it  may  be  quite  true  that  every  ease  of 
acute  gonorrhea  in  the  male  extends  by  contiguity 
to  the  posterior  urethra,  it  is  certainly  true  that 
a  goodly  number  of  such  cases  give  no  symptom  or 
sign  of  posterior  involvment,  either  subjectively  or 
objectively,  at  any  time,  during  the  acute  and  sub- 
acute stages.  These  cases  we  are  justified  in  desig- 
nating as  anterior;  those,  however,  in  which  the 
process  has  manifestly  extended  to  the  deeper  part 
of  the  urethra  and  is  making  its  presence  apparent 
by  ^^posterior"  or  "bladder"  symptoms  we  designate 
as  posterior. 

It  needs  no  elucidation  to  see  that  in  the  matter 
of  treatment,  posterior  urethritis  assumes  a  far 
more  serious  aspect  than  the  anterior  type  of  the 
disease.  A  severe  anterior  urethritis  extends  to 
the  posterior  urethra,  and  there  its  capacity  for 
mischief  usually  ends;  a  severe  posterior  urethritis, 
however,  is  the  precursor  of  all  of  the  innumerable 
complications  to  which  the  disease  is  liable.  It 
therefore  follows  that  the  avoidance  of  complica- 
tions lies  in  treating  the  posterior  urethritis,  once 
the  deep  urethra  has  become  involved,  in  such  a 
manner  as  to  prevent  further  extension  of  the  in- 
flammation to  other  parts  of  the  urogenital  tract. 

Success  in  the  treatment  of  uncomplicated  acute 
posterior  urethritis  is  to  be  had  only  as  the  result 
of  a  distinct  conservatism,  having  a  single  eye  all 
the  while  to  the  immense  possibilities  for  mischief 
inherent  in  any  other  form  of  treatment.  A  cure 
should  not  be  hurried  or  forced:  it  is  better  to  help 
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nature  than  retard  it  by  unduly  heroic  measures. 
It  need  not  be  repeated  that  the  usual  rules  of 
hygiene  as  regards  local  cleanliness,  abstinence  from 
sexual  and  alcoholic  stimulation  and  regulation  of 
the  diet,  are  to  be  observed  even  more  rigorously 
than  previously.  Particular  attention  must  be  paid 
to  the  free  and  easy  movement  of  the  bowels  daily. 
Violent  exercise  is  to  be  prohibited,  and  the  testes 
carefully  supported  so  as  to  avoid  sudden  jarring.  in 

If  the  urinary  meatus  is  very  small  it  should  be  ^ 

made  larger.  CD 

O 
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in 

The  internal  treatment  of  uncomplicated  acute  C3 

posterior  urethritis  should  not  differ  radically  from 
that  employed  before  the  deeper  parts  became  in- 
volved.   In  cases  with  well-marked  symptoms,  how-  o 

ever,  the  treatment  should  be  purely  symptomatic.  EI  n   ^ 

In  the  average  case  the  most  prominent  symptoms  ^   ^ 

are  those  of  vesical  irritability  due  to  the  bladder-  ">   "^    • 

neck  inflammation,  and  painful  erections.    For  this  f^   2j    ; 
bladder  condition  the  best  remedy  at  our  command  o   l 

is  the  use  of  various  alkaline  salts  of  potassiimi,  "u   ( 

principally  the  acetate,  citrate  and  bicarbonate,  in  _^   - 

doses  of  ten  to  thirty  grains;  to  this  may  be  added  r^ 

ten  minims  of  the  tincture  of  hyoscyamus,  or  if  the  ^ 

tenesmus    and   spasm   be    very   marked,    a    similar  ^ 

amount  of  tincture  of  belladonna.     Thus  :  > 

^     Potassii  citrat.,  or  ^ 

Potassii  acetat.,  or  - 

Potassii  bicarbonat.,  ^ss — §iss 

Tr.  hyoscyami,  or 

Tr.  belladonnge   (or  both),  §ss 

Syrup  cinnamomi,  ad,  §iii    M. 

!Sig.    One  teaspoonful  4  times  daily  in  water. 


m 
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Or: 

^     Potassii  citrat.,  §ss 

01.  gaultherise,  or 

01.  eucalypti,  §ss 

Syrupi  acaciae,  q.s.  a.d.,  giii     M. 

Sig.  One  teaspoonful.4  times  daily.  (Shake  well.) 

In  tlie  later  stages  santal  oil,  gss,  may  be  added 
or  substituted  for  one  of  the  oils  in  this  emulsion. 

Plenty  of  plain  water  is  of  course  a  sine  qua  non 
in  this  condition.  The  practice  of  making  the 
patient  drink  a  glass  of  water  every  hour  is  a  very 
good  one. 

If  painful  erections  occur,  the  internal  admin- 
istration of  camphor  monobromate,  2  to  5  grains,  in 
pill  or  emulsion,  will  often  be  of  distinct  value; 
likewise  lupulin,  15  to  30  grains,  or  its  fluid  ex- 
tract, 15  to  30  minims,  taken  at  bedtime.  The  mixed 
bromides  are  also  very  useful.  In  brief,  the  symp- 
toms should  be  combated  as  they  arise. 

Hydrotherapy. — In  addition  to  the  internal  ad- 
ministration of  drugs,  we  have  valuable  adjuvants 
in  the  local  application  of  hot  and  cold  water.  Im- 
mersing the  penis  in  very  hot  water  while  in  the  act 
of  urinating  will  very  often  diminish  the  concomit- 
ant pain  perceptibly;  and  if  the  organ  is  bathed 
and  kept  immersed  in  hot  water  for  a  time  before 
retiring,  painful  erections  (chordee)  during  the 
night  may  be  avoided.  A  hot  sitz  bath  taken  be- 
fore retiring  usually  affords  considerable  relief  to 
the  patient  who  has  more  or  less  severe  posterior 
symptoms,  especially  with  considerable  prostatic  in- 
volvment.  The  bath  is  preferably  made  of  brief 
duration   (ten  minutes)    and  repeated  as  often  as 
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desired.  The  water  should  be  as  hot  as  can  be 
borne,  beginning  with  about  100  degrees  F.,  and 
adding  more  hot  water  gradually  up  to  the  highest 
point  of  toleration. 

On  the  other  hand,  cold  water  and  the  ice-bag 
are  extremely  efficacious  in  the  reduction  of  a 
chordee.  The  patient  urinates  and  applies  the  cold 
to  the  erect  organ,  usually  with  marked  satisfac- 
tion. It  would  not  seem  to  be  necessary,  at  this 
late  day,  to  say  that  a  chordee  should  never  be 
forcibly  ^iDroken."  Yet,  it  has  been  my  fortune  to 
see  two  patients  during  the  past  year,  who  have 
been  advised  to  do  so  by  their  physicians — with  re- 
sults that  can  well  be  imagined. 

As  a  matter  of  fact,  chordee,  very  painful  uri- 
nation and  tenesmus,  and  the  other  painful  con- 
comitants of  acute  posterior  urethritis  are  com- 
paratively rare  nowadays,  and  this  is  due,  in  my 
opinion,  to  the  more  intelligent  methods  that  are 
being  applied  to  the  treatment  of  the  urethral  in- 
fection. 

Local  Treatment. 

Many  writers  advocate  a  complete  cessation  of  all 
local  treatment  as  soon  as  there  are  visible  signs  of 
posterior  involvment.  Experience  certainly  offers 
justification  for  this  attitude,  particularly  when  we 
remember  that  the  vigorous  local  treatment  so  often 
administered  is  itself  usually  responsible  for  the  in- 
vasion of  the  posterior  urethra.  In  the  latter  type 
of  cases  it  is  sometimes  very  striking  to  observe  the 
wonderful  improvement  that  immediately  follows 
the  cessation  of  all  local  treatment.  The  posterior 
extension  in  these  cases  is  nothing  less  than  a  dis- 
guised blessing.     This  is  particularly  true  when  the 
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treatment  has  been  given  with  more  vigor  than 
discretion,  as,  for  example,  bi-daily  irrigations  hj 
the  Janet  irrigation  method,  using  strong  solutions 
and  an  unstinted  amount  of  hydrostatic  pressure. 
In  such  cases,  when  the  irrigations  are  stopped  en- 
tirely, and  the  patient  is  given  a  mild  urinary  se- 
dative, though  the  urethral  discharge  may  appear 
at  the  meatus,  the  bladder  and  prostatic  symptoms- 
cease  almost  instantly.  The  same  is  true  when 
strong  injections  of  the  silver  salts  or  the  older 
preparations  have  been  employed.  If  we  could  prop- 
erly interpret  what  we  see  and  what  the  patient 
feels,  we  should  regard  his  pains,  his  chordee,  and 
his  frequent  painful  urination  as  a  mute  protest  by 
nature  against  the  excessive  treatment  to  which 
he  is  being  subjected,  and  those  who  read  wisely  will 
readily  bring  relief.  Cessation  of  all  local  treat- 
ment should,  therefore,  be  thought  of  as  a  primary 
indication  in  every  case  that  seems  to  be  laboring 
under  the  incubus  of  too  much  treatment. 

When,  however,  the  remedies  employed  in  the 
local  treatment  have  been  used  with  due  conserva- 
tism, both  as  to  strength  and  frequency  of  admin- 
istration, as  above  recommended,  it  will  be  found 
that  the  posterior  involvment,  when  it  does  occur, 
rarely  if  ever  brings  with  it  the  painful  and  alarm- 
ing symptoms  that  were  so  commonly  seen  under 
the  old  methods  of  treatment;  it  therefore  goes 
without  saying  that  the  involvment  of  the  deep 
urethra  does  not  necessarily  contra-indicate  the- 
further  use  of  local  measures.  On  the  contrary, 
most  admirable  and  satisfactory  results  follow  the 
proper  use  of  local  treatment  in  acute  posterior 
urethritis. 
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Undoubtedly^  the  most  popular  method  of  local 
treatment  consists  of  irrigations  with  large  quanti- 
ties of  hot  antiseptic  fluid.  These  irrigations  may 
be  administered  in  three  ways  :  (1)  By  hydrostatic 
pressure;  (2)  by  the  large  syringe  (Fig.  7) ;  or  (3) 
by  means  of  a  catheter  (  Fig.  8).  In  all  of  these 
methods  the  object  sought  for  is  the  introduction  of 
a  large  quantity  of  warm  fluid  into  the  bladder, 
which  is  then  passed  out  by  the  patient  per  urethram. 


Fig.  7.     Irrigation  by  the  large  syringe. 

When  the  Janet  method  and  the  large  syringe  are 
used,  the  entire  urethra  is  irrigated  twice — once 
when  the  fluid  enters  the  bladder,  and  again  when 
it  is  passed  by  the  patient.  When  the  catheter  is 
used  the  anterior  urethra  does  not  receive  the  bene- 
fit of  contact  with  the  fluid  as  it  enters  the  bladder, 
and  the  deep  urethra  is  affected  only  when  the 
catheter  is  withdrawn  from  the  bladder  until  its 
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eye  rests  in  the  deep  portion  of  the  urethral  canal. 
B}^  this  method  the  bladder  can  be  filled  and  emptied 
but  once,  unless  the  catheter  is  again  inserted. 

As  a  result  of  observation  and  experience  I  do 
not,  as  a  rule,  irrigate  the  urethra  in  acute  posterior 
urethritis,  but  when  I  do,  I  discard  altogether  the 
Janet  method  of  irrigation  in  favor  of  the  large 
Charlton  syringe    (Fig.   7).     Whatever  advantages 


Fig.  8.     Irrigation  by  catheter   (also   illustrating   the  author's  male 
genitourinary  basin  in  position). 

the  Janet  irrigator  has  can  be  attained  equally 
well  with  the  syringe,  and  its  dangers  are  reduced 
to  a  minimum  or  even  nil.  The  sy-ringe  holds  about 
five  ounces.  A  (Wheeler)  rubber  tip  and  shield, 
easily  attached  to  the  syringe,  fits  snugly  into  the 
meatus,  and   the  rapidity  of   the   flow,   amount   of 
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pressure  applied,  and  quantity  of  fluid  injected,  are 
absolutely  under  the  control  of  the  operator's  hand. 
With  the  left  hand  holding  the  glans,  and  the  right 
hand  introducing  the  fluid  into  the  bladder,  every 
contraction  and  relaxation  of  the  cut-off  muscle  is 
instantly  appreciated,  and  the  pressure  of  the  hand 
on  the  piston  is  increased  or  relaxed  as  the  con- 
ditions demand.  I  believe  that  this  method  of  irri- 
gation is  so  far  superior  in  every  way  to  that  of 
Janet,  as  to  justify  its  use  wherever  bladder  irriga- 
tion is  indicated. 


Fig.  9.     Wolbarst  genitourinary  basin. 


The  comfort  of  the  patient  and  the  efforts  of  the 
surgeon  will  be  enhanced  by  the  use  of  the  author's 
genito-urinary  basin  (Fig.  9).  This  basin  is  made 
of  light  sheet  metal,  and  is  so  shaped  as  to  rest 
on  the  thighs  of  the  patient  (Fig.  8).  Eecently 
a  collapsible  model  has  been  introduced  (Fig.  10) 
which  is  made  of  sheet  rubber  and  which  can  be 
folded  up  and  carried  in  the  surgeon's  bag. 

The  catheter  should  never  be  used  in  acute 
urethritis  as  the  method  of  choice.  The  introduc- 
tion of  a  foreign  body  into  the  highly  inflamed  and 
tender  urethra,  is  not  only  unsurgical,  but  absolutely 
unnecessary.  It  can  be  avoided,  and  should  there- 
fore be   discarded.     There   are,   however,   rare   in- 
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stances,  in  which  irrigation  seems  desirable,  but, 
for  one  reason  or  other,  neither  the  Janet  nor  the 
large  syringe  can  be  employed  with  success.  In 
those  instances,  the  smallest  possible  calibered 
catheter  might  be  used,  and  the  utmost  gentleness 
should  characterize  its  insertion  and  removal. 


Fig.  10a.     \\'olbarst   collapsible  basin,   ready  for   use. 

Generally  speaking,  the  irrigation  method  is  very 
effective  in  acute  deep  urethritis.  There  can  be  no 
denying  the  valuable  effect  of  thoroughly  flushing 
the   urethral   canal.      Occasionally   the  results   are 


Fig.  10b.    Wolbarst   collapsible   basin  folded. 


more  than  striking.  It  seems  marvelous  how  a  few 
irrigations,  properly  applied,  will  diminish  the  dis- 
charge, relieve  the  pains  and  clear  the  urine  of  pus 
and  germ  life;  but  this  happy  picture  is  so  often 
marred  by  exceptions,  that  one's  faith  in  the  valu6 
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of  irrigations  as  a  routine  method  of  treatment  is 
sorely  tried.  Complications  do  occur  quite  fre- 
quently under  the  irrigation  treatment,  and  it  were 
folly  to  close  our  eyes  to  the  fact  that  they  are  often 
directly  due  to  the  urethral  irrigation  itself.  Epi- 
didymitis is  the  most  frequent  of  these  complica- 
tions. True,  epididymitis  likewise  occurs  under  any 
form  of  treatment  and  without  any  treatment  what- 
ever; but  I  have  taken  the  pains  to  inquire  of  those 
patients  who  have  come  to  me  with  epididymitis, 
as  to  the  kind  of  treatment  they  were  getting,  and 
I  am  quite  convinced  that  fully  60  to  75  per  cent, 
of  these  cases  were  previously  treated  by  the  hydro- 
static method.  Possibly  these  complications  would 
have  arisen  under  other  forms  of  treatment;  pos- 
sibly the  technic  was  faulty.  At  any  rate,  the 
fact  remains  that  most  of  the  cases  that  I  see  were 
previously  treated  by  irrigations,  and  I  know  that 
epididymitis  is  a  very  frequent  complication  in  the 
practice  of  certain  colleagues,  who  employ  this 
method  as  a  routine  practice  in  all  their  cases. 
When,  therefore,  it  is  possible  by  other  and  less 
dangerous  measures  to  secure  equally  good  results, 
to  say  the  least,  it  would  seem  advisable  to  discard 
the  irrigation  method  as  a  routine  treatment,  but  to 
hold  it  in  reserve  for  such  cases  as  seem  to  be 
especially  suited  to  its  use. 

My  personal  preference  in  uncomplicated  cases  is 
to  use  the  new  silver  salts  in  the  strengths  pre- 
viously mentioned — argyrol  2^  per  cent.,  protargol 
J  per  cent.,  nargol  1  per  cent.  I  begin  the  use  of 
one  of  these  solutions  as  soon  as  I  see  the  patient, 
and  if  the  posterior  urethra  becomes  involved,  I  con- 
tinue the  treatment  as  before,  without  any  change 
whatever.     As  a  rule,  the  posterior  symptoms  are 
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extremely  mild;  complications  are  rare  indeed  by 
this  method  of  treatment.* 

I  use  the  solutions  as  in  anterior  urethritis  (pre- 
viously described)  with  this  modification:  I  en- 
deavor to  bring  some  of  the  solution  into  contact 
with  the  deep  urethra.  This  I  do  in  one  of  three 
ways — either  by  carefully  injecting  a  second 
syringeful  into  the  already  distended  urethra  and 
thereby  gently  driving  the  excess  into  the  posterior 
urethra,  by  massaging  the  filled  urethra  (Fig.  11)^ 
or  by  injecting  the  contents  of  a  syringe  holding  ten 
or  twelve  drams.  I  prefer  the  last  method.  Massage 
is  performed  as  follows : 

The  anterior  urethra  is  slowly  and  gently  filled 
with  the  solution,  and  the  head  of  the  glans  seized 
with  the  thumb  and  index  finger  of  the  left  hand. 
The  penis  is  then  put  on  the  stretch  (as  shown  in 
the  illustration)  and  the  index  finger  of  the  right 
hand  is  brought  into  contact  with  the  loAver  surface, 
so  as  to  gently,  yet  forcibly,  drive  some  of  the  fluid 
back  into  the  deep  urethra.  By  this  "massaging*^ 
process,  the  deep  urethra  receives  the  benefit  of  the 
fluid,  and  meanwhile  the  anterior  portion  is  also 
kept  in  contact  with  it  for  ten  to  fifteen  minutes. 
The  penis  is  thus  ^^massaged'^  about  a  dozen  times^ 
slowly  and  carefully,  and  the  patient  then  takes  hold 
of  the  glans  and  holds  it  about  fifteen  minutes. 
When  the  patient  lets  go,  it  will  be  found  that  fully 
three-quarters  of  the  syringeful  have  passed  into 
the  deep  urethra,  as  only  a  small  amount  of  the 
fluid  escapes  when  the  hold  is  relaxed.  In  this 
manner,  without  risk  or.  pain  to  the  patient,  the 

*In  my  service  at  the  Beth  Israel  Hospital,  less  than 
2  per  cent,  of  the  patients  develop  epididymitis;  at  the 
West  Side  German  Dispensary,  about  1  per  cent.;  in  my 
office,  I  have  not  had  this  or  any  other  complication  in 
the  last  200  cases  (acute  prostatitis  is  not  considered  a 
oomplioation),  treated  by  this  method. 
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medication  is  applied  to  the  posterior  urethra.  In 
my  practice  the  results  have  been  sufficiently  grati- 
f3dng  to  make  this  method  the  method  of  choice  as 
a  routine  treatment. 


Fig.  11.     Massaging  the   urethra. 

Others  deposit  the  solution  into  the  deep  urethra 
"by  the  use  of  a  rubber  catheter.  Their  method  is 
to  inject  the  anterior  urethra  first,  the  patient 
holds  the  fluid  for  ten  or  fifteen  minutes,  by  grasp- 
ing the  lips  of  the  meatus  firmly,  and  the  fluid  is- 
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theD  permitted  to  escape.     A  sterilized  catheter  is 
now  inserted  into  the  urethra,  the  eye  resting  in  the 
posterior  portion  of  the  canal.    A  syringeful  of  the 
solution  is  then  deposited  in  the  canal  and  the  cath- 
eter withdrawn.     Having  noted  the  results  of  this 
method  of  treatment,  I  do  not  hesitate  to  say  that 
the  introduction  of  the  catheter,  even  for  so  worthy 
a  purpose  as  the  instillation  of  the  fluid  into  the 
deep  urethra,  is  not  to  be  recommended,  if  for  no 
other  reason  than  the  fact  that  the  same  end  can  be 
attained  without  its  employment.     Moreover,  epi- 
didymitis  and   severe   urethro-cystitis   are   not   in- 
frequent complications  of  this  method  of  treatment. 
It  goes  without  saying,  of  course,  that  a  watchful 
eye  should  be  kept  throughout  the  treatment  on  the 
prostate  and  the  seminal  vesicles.     An  examination 
should  be  made  about  once  a  week.     Likewise  the 
slightest  intimation  by  the  patient  of  a  feeling  of 
dull  pain  or  uneasiness  in  the  scrotum,  demands  a 
careful  examination  of  the  epididymes.     This  watch- 
fulness will  very  often  prevent  the  development  of 
complications.    Should  they  arise,  however,  in  spite 
of  our  care  and  watchfulness,  they  should  be  treated 
without  delay,  in  the  hope  that  the  attendant  mis- 
chief will  be  minimized.    At  the  same  time,  the  re- 
sults of  treatment  as  affecting  the  urethritis  proper 
should  also  be  carefully  observed.    If  the  symptoms 
continue   to   increase   instead   of   diminish,   if    the 
urine  contains  more  instead  of  less  pus,  and  if  the 
prostate  shows  evidences  of  serious  irritation,  it  is 
well  to  stop  all  local  treatment  for  a  while  and  note 
the  result.     It  is  also  well  sometimes,  under  these 
circumstances,  to  still  further  reduce  the  strength 
of  our  silver  solution,  or,  at  other  times,  resort  to 
bladder  irrigations.     There  can  be  no  fixed  rules  on 
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this  phase  of  the  subject;  one  must  be  guided  by  his 
experience  and  judgment. 

If  the  treatment  is  successful,  it  will  be  found 
that  the  prostate  and  vesicles  remain  but  slightly 
congested,  the  epididymes  are  uninvolved,  the  ureth- 
ral discharge  gradually  ceases,  the  pains  and  erec- 
tions disappear,  and  the  urine  when  passed  into 
two  glasses,  is  hazy,  with  shreds,  in  the  first  glass, 
and  clear  in  the  second.  The  reading  of  the  two 
glasses  should  not  be  misinterpreted.  The  clear 
urine  in  the  second  glass  does  not  by  any  means  tell 
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Fig.  12.  Chronic  posterior  urethritis.  G 1,  clean  washings  from 
anterior  urethra;  G  2,  control  glass;  G  3;  turbid  urine  passed  by- 
patient. 


US  that  the  posterior  urethritis  is  cured  and  that 
only  the  anterior  urethra  is  affected.  On  the  con- 
trary, suitable  investigation  will  show  us  that  the 
anterior  portion  is  jn-actically  well,  but  that  the  pus 
and  shreds  come  from  the  posterior  urethra  (Fig. 
13).  In  other  words,  our  vigilance  should  not  be 
relaxed  for  one  moment.  The  posterior  urethritis 
is  still  there,  even  though  its  former  acute  symp- 
toms are  gone.    Therefore,  at  the  end  of  the  fourth 
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or  fifth  week  of  the  disease,  with  a  clear  second 
urine,  we  are  ready  to  change  our  treatment  to  meet 
the  new  conditions — namely,  a  subacute  posterior 
urethritis,  associated  in  all  probability  with  a  con- 
gestion of  the  prostate,  and  both  possessed  of  an 
inherent  tendency  to  become  chronic.  This  last 
feature  should  not  be  lost  sight  of.  It  is  the  key- 
note to  the  prophylaxis  of  chronic  gonorrhea. 

Declining  Stage. — In  the  declining  stage  of  pos- 
terior urethritis  (uncomplicated)  the  best  results 
are  attained  by  the  gradual  introduction  of  deep 
instillations  with  silver  nitrate.  One  should  be  care- 
ful not  to  make  this  change  too  early,  nor  should 
the  solution  employed  be  too  strong.  I  begin  with 
1-300,  given  about  twice  weekly,  alternating  with 
the  silver  salt  on  the  other  days,  always  feeling  my 
way,  as  it  were,  watching  the  reaction,  and  gradu- 
ally increasing  the  strength  up  to  1  per  cent.,  and 
sometimes  to  2  per  cent.  Meanwhile  the  prostate 
is  gently  massaged  once  every  four  or  five  days,  and 
the  massaged  secretion  carefully  examined  for  pus 
and  gonococci.  The  massage  is  always  followed  by 
a  bladder  irrigation  or  a  massaged  injection  into  the 
deep  urethra,  as  described  above.  It  is  sometimes 
advisable  to  instil  a  little  silver  nitrate  (1-200)  into 
the  deep  urethra,  after  the  patient  removes  the 
massaged  secretion  by  urinating. 

If  there  is  much  mucus  in  the  urine,  and  if  this 
mucus  by  proper  tests,  is  known  to  come  from  the 
anterior  urethra,  I  substitute  an  astringent,  prefer- 
ably zinc  sulfate,  J  per  cent.,  for  the  silver  salt. 

Internally,  the  balsams  are  useful  in  this  stage. 
Until  recently  I  have  invariably  used  santal  oil,  to 
the  exclusion  of  all  other  balsamics,  but  I  have 
found  much  more  aaTeeable  results  froui  the  use  of 
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santyl  (Knoll).  This  preparation  does  not  irritate 
the  stomach,  and  seems  to  me  to  be  as  effective  as 
the  pure  oil.  In  dispensary  practice,  the  Lafayette 
mixture  produces  excellent  results.  Arhovin  is  also 
useful. 

Acute  Peostatitis. 

The  most  frequent  complication,  so-called — acute 
prostatitis^s  really  an  extension  of  the  inflamma- 
tion and  not  a  complication.  I  believe  that  few,  if 
any,  cases  of  acute  posterior  urethritis  escape  with- 
out more  or  less  prostatic  iuA^olvment;  and  in  the 
same  spirit  in  which  we  accept  posterior  urethritis 
as  an  extension  and  not  as  a  complication  of  acute 
gonorrhea,  so  should  we  consider  acute  prostatitis 
an  extension  rather  than  a  complication  of  posterior 
urethritis. 

Etiology. — Anj'thing  that  helps  to  increase  the 
severity  of  an  acute  posterior  gonorrhea  is  an  excit- 
ing cause  in  the  development  of  severe  acute  pros- 
tatitis. The  mild  catarrhal  form  is,  I  believe,  seen 
in  almost  every  case  of  acute  gonorrhea,  but  it  seems 
to  have  an  inherent  tendency  to  keep  itself  in  the 
background  and  present  no  symptoms  that  call 
attention  to  its  presence.  When,  however,  in  the 
course  of  acute  posterior  urethritis  the  treatment 
is  of  that  heroic  and  vigorous  character,  as  to  en- 
hance the  inflammatory  process,  one  might  reason- 
ably expect  to  find  a  well  marked  prostatitis  develop. 
Fuller  suggests  that  "where  acute  gonorrheal  pros- 
tatitis occurs  during  the  progress  of  a  conservatively 
and  properly  managed  case  of  gonorrhea,  the  pres- 
ence of  a  slumbering  and  previously  existing  tuber- 
cular  condition   may   be    suspected.^^*      The    same 

♦Fuller:     Diseases  of  the  Genitourinary  System,  p.  354. 
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obeervation  can  also  be  made  with  reference  to  acute 
epididymitis. 

Sexual  excess,  alcoholic  indulgence,  severe  physi- 
cal exertion,  horseback  and  bicycle  riding,  the 
passage  of  catheters,  and  even  sudden  exposure  to 
cold  or  wet — all  of  these  may  bring  on  a  severe 
attack  of  prostatitis,  but  in  my  opinion,  the  most 
common  cause  is  "too  much  treatment". 

Pathologij. — There  are  three  distinct  types  of 
acu+e  prostatitis — catarrhal,  follicular,  and  paren- 
chymatous. The  catarrhal  is  the  mildest  variety  of 
this  extension,  and  its  presence  can  be  expected 
in  every  case  of  acute  posterior  urethritis.  It  is 
characterized  by  a  superficial  inflammation  of  the 
prostatic  ducts  and  glands,  consequent  upon  an  at- 
tack by  the  advancing  hosts  of  gonococci.  These  or- 
ganisms subject  the  glandular  structures  of  the 
prostate  to  the  same  onslaught  as  that  suffered  by 
the  urethral  mucous  membrane,  and  the  result  is  a 
suppuration  and  exfoliation  in  these  structures.  The 
process  usually  remains  localized,  especially  in  the 
glands  surrounding  the  caput  gallinaginis.  The  or- 
gan proper  is  not  involved.  If  the  process  does  not 
subside,  but  advances  in  intensity,  the  suppuration 
and  exfoliation  continue,  the  glands  and  ducts  be- 
come more  or  less  choked  with  pus  and  detritus, 
and  we  have  a  follicular  prostatitis.  The  orifices  of 
the  glands  may  and  often  do  become  occluded,  with 
the  result  that  numerous  small  pseudo-abscesses 
form  in  the  follicles.  The  organ  is  not  necessarily 
enlarged,  but  very  often  these  pseudo-abscesses 
can  be  felt  on  rectal  palpation  as  small,  hard  and 
tender  elevations,  resembling  a  seed.  With  the 
passing  of  the  acute  inflammation,  the  exudation 
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may  become  absorbed,  and  the  organ  and  its  glands 
return  to  their  normal  state. 

When,  however,  the  acute  inflammation  con- 
tinues, resolution  does  not  take  place.  On  the  con- 
trary, a  number  of  the  glands  will  break  down  and 
the  inflammatory  process  attacks  the  structure 
proper  of  the  organ.  This  gives  us  a  true 
parenchymatous  prostatitis — the  forerunner  of 
prostatic  abscess.  The  organ  becomes  highly  con- 
gested, infiltrated,  swollen  and  edematous,  either 
as  a  whole  or  in  part.  The  brokendown  glands  may 
form  small  abscesses,  which  in  turn  coalesce  to  form 
larger  abscesses.  The  intercellular  connective 
tissue  is  more  or  less  injured  and  destroyed.  Per 
rectum,  the  organ  feels  hot  and  quite  tender,  and 
very  large,  sometimes  apparently  filling  the  entire 
lower  bowel. 

When  the  acute  inflammation  subsides,  resolution 
occurs  to  a  greater  or  less  degree,  and  this  marks 
the  extent  of  recovery.  It  is  quite  possible,  though 
not  usual,  for  the  prostate  to  rid  itself  of  all  the 
inflammatory  process,  and  be  restored  to  its  normal 
condition. 

If  resolution  does  not  take  place  entirely,  the 
process  remains  quiet  and  inactive  for  a  time,  giving 
rise  to  a  new  set  of  symptoms  that  mark  the  pres- 
ence of  chronic  prostatitis.  If,  however,  the  acute 
inflammation  continues  to  advance,  the  process  leads 
to  acute  suppuration,  and  we  have  a  prostatic  abscess 
to  deal  with. 

Symptoms  and  Diagnosis. — The  clinical  symptoms 
of  acute  prostatitis  usually  depend  on  the  extent 
and  severity  of  the  inflammatory  process.  The 
catarrhal  and  follicular  varieties  do  not  offer  any 
particular  set  of  symptoms  by  which  their  presence 
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may  be  determined  in  acute  gonorrhea,  except  by 
a  general  increase  in  the  already  existing  symptoms 
of  the  posterior  urethritis.  There  is  an  increased 
feeling  of  pain  and  discomfort  in  the  urethra  and 
perineum,  more  frequent  and  painful  micturition 
sometimes  tinged  with  blood,  and  occasionally  pain- 
ful defecation  and  chordee.  Pains  are  also  referred 
to  the  groins  and  thighs.  Examination  per  rectum 
does  not  reveal  any  very  considerable  or  only  a  mod- 
erate enlargement  or  tenderness,  and  the  seminal 
vesicles,  which  quickly  reflect  the  prostatic  con- 
dition, are  not  appreciably  different  from  the  nor- 
mal. The  urine  is  cloudy,  depending  on  the  quantity 
of  pus  secreted.  A  positive  diagnosis  of  acute 
catarrhal  or  follicular  prostatitis  based  solely  on  its 
clinical  manifestations  is  therefore  impossible; 
nevertheless,  we  are  justified  in  making  the  diagnosis 
when  the  existing  symptoms  in  any  given  case  of 
acute  posterior  urethritis  reach  an  inordinately  high 
degree. 

In  parenchymatous  prostatitis,  however,  where 
the  inflammation  involves  the  deeper  gland  struct- 
ures and  the  parenchyma  of  the  organ  as  well,  the 
diagnosis  is  easily  made.  Examination  per  rectum 
reveals  a  considerable  enlargement  of  the  prostate, 
sometimes  occupying  the  entire  lower  bowel  and  ob- 
structing the  passage  of  solid  feces.  There  is  a  con- 
siderable increase  in  the  pain  and  perineal  fulness; 
urination  is  very  frequent  and  often  bloody,  and 
accompanied  by  exquisite  pain  during  and  after  the 
act.  Occasionally  complete  retention  adds  to  the 
distress.  The  patient  complains  of  a  feeling  as 
though  a  large  pulsating  foreign  body  were  located 
in  the  rectum.  One  or  more  chills  may  precede  or 
follow  the  development  of  these  symptoms.   Persist- 
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ent,  painful  priapism  is  also  not  an  unusual 
symptom. 

These  symptoms  continue  to  increase  steadily  in 
severity  with  the  advance  of  the  inflammatory  pro- 
cess, and  soon  general  constitutional  symptoms  indi- 
■cate  the  unmistakable  presence  of  a  severe  acute 
septic  infection. 

There  may  be  a  high  febrile  movement,  but  this 
is  variable;  the  patient  feels  alternatey  hot  and  cold, 
and  looks  very  sick.  Prostration  is  marked.  The 
rectal  examination  is  more  painful  than  previously, 
and  the  entrance  to  the  bowel  is  blocked  by  this 
great,  hot  and  tender,  pulsating  mass,  apparently 
■as  big  as  the  patient^s  head.  Constipation  is  the 
rule;  defecation  is  so  painful  as  to  be  impossible. 
This  condition  is  easily  diagnosed,  but  the  greatest 
care  must  be  taken  lest  we  fail  to  appreciate  the 
moment  when  suppuration  takes  place  in  some  part 
of  the  gland  and  a  prostatic  abscess  has  resulted. 

Acute  Periprostatitis;  Periprostatic  Cellulitis; 
iJeUulitis  in  the  Male. — When  the  prostatic  inflam- 
mation reaches  a  very  high  degree,  the  process  often 
extends  beyond  the  limits  of  the  organ  proper,  and 
results  in  an  exudation  into  the  connective  tissues 
around  and  about  the  gland.  This  is  especially  fre- 
■quent  with  prostatic  abscess,  but  less  so  with  par- 
ench3'matous  prostatitis.  Subjectively  the  symptoms 
are  those  of  the  coexisting  abscess  or  inflammation, 
but  they  are  apt  to  persist  even  after  the  abscess  has 
ruptured  or  been  opened.  Per  rectum,  the  finger 
runs  into  a  mass  of  soft,  boggy,  inflammatory  edema, 
completely  or  partly  surrounding  the  prostate  and 
vesicles  and  obliterating  their  outlines.  The  lower 
bowel  is  more  or  less  completely  filled  with  this 
boggy  mass,  which  in  some  places  may  show  signs 
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of   fluctuation.      The  diagnosis   is   made   solely   by 
rectal  examination. 

Treatment.— The  treatment  of  acute  gonorrheal 
prostatitis  depends  in  a  great  measure  upon  the  de- 
gree and  severity  of  the  inflammation.  It  should 
be  borne  in  mind  that  the  mild  catarrhal  and  folli- 
cular forms  of  prostatitis  call  for  no  special  treat- 
ment because  they  present  no  special  symptoms  that 
demand  amelioration.  These  forms  of  prostatitis 
respond  fully  to  any  well-directed  treatment  of  the 
posterior  urethritis.  It  is  only  when  this  treatment 
IS  unavailing  that  the  prostatitis  continues  to  in- 
crease in  severity  and  calls  upon  us  for  amelioration 
of  its  own  particular  symptoms.  In  general,  then, 
the  treatment  should  be  symptomatic,  and  at  the 
same  time,  so  directed  as  to  control  as  far  as  poss- 
ible the  gonorrheal  process  which  brought  on  the 
attack. 

It  is  usual  to  teach  that  all  local  treatment  as  ap- 
plied to  the  gonorrhea  per  se  should  be  discontinued 
in  the  presence  of  a  severe  prostatitis.  I  am  not  in- 
clined to  the  view  that  this  is  always  wise,  in  so  far 
as  we  are  dealing  with  cause  and  effect.  If  we  can 
subdue  the  gonorrheal  process,  we  are  to  a  corre- 
sponding extent  dealing  a  blow  at  its  extensions 
and  complications;  we  are  dealing  with  the  source 
of  the  infection.  I  believe  the  gonorrhea  should  be 
treated,  but  so  conservatively  that  the  treatment 
shall  not  have  the  effect  of  increasing  the  inflam- 
mation in  the  prostate,  as  it  often  does.  In  those 
oases  in  which  the  patient  has  been  made  the  victim 
of  over  zealous  treatment,  it  is  undoubtedly  wise, 
yes,  imperative,  that  all  local  measures  should  be 
suspended.  In  such  cases  not  only  will  the  pros- 
tatitis be  benefitted,    but    tlie    gonorrhea    itself  will 
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diminish  in  intensity  under  the  relief  thus  afforded. 
When,  however,  there  has  been  no  excessive  nor  too 
vigorous  treatment,  but,  on  the  other  hand,  the 
treatment  appears  to  hold  the  inflammation  under 
control,  I  believe  it  is  wise  to  continue  it,  with  the 
proviso  that  the  greatest  care  be  observed  in  its 
administration. 

I  believe  that  mild,  intravesical  irrigations,  care- 
fully made  with  the  large  syringe,  are  of  decided 
value  in  the  treatment  of  acute  prostatitis.  The  im- 
portant  thing  is  technic.  The  irrigation  must  be 
administered  with  the  utmost  gentleness  and  intelli- 
gence, and  the  solution  used  must  be  the  weakest 
possible  consistent  with  efficacy.  Likewise,  the  use 
of  the  new  silver  salts  (as  described  in  the  preced- 
ing chapter),  is  also  an  effective  agent  in  the  treat- 
ment of  this  condition.  Whatever  is  good  for  the 
gonorrhea  will  of  necessity  be  good  for  the  pros- 
tatitis. 

The  tendency  of  the  prostatitis  is  to  undergo 
resolution,  in  spite  of  all  or  no  treatment.  All  we 
therefore  have  to  do,  is  to  encourage  this  tendency 
and  help  it  along,  by  diminishing  the  source  of  in- 
fection and  reducing,  as  far  as  we  can,  the  already 
existing  inflammation  in  the  organ.  The  local 
urethral  treatment  is  the  first  step  in  this  direction. 
Next  in  importance  is  the  application  of  the  usual 
antiphlogistic  measures.  Light  diet,  rest  in  bed, 
free  movement  of  the  bowels  and  the  local  appli- 
cation of  heat  are  to  be  insisted  on  as  important 
measures  of  relief.  The  heat  may  be  applied  to 
the  perineum  either  by  means  of  the  hot  water  bag 
or  through  the  agency  of  frequently  repeated  sitz- 
baths.  Very  often,  the  application  of  heat  per  rec- 
tal douche  will  be  found  more  than  grateful  to  the 
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patient  and  of  decided  value  in  diminishing  the  local 
congestion  and  inflammation  of  the  prostate. 
Occasionally,  however,  it  will  be  noted  that  the  heat 
is  not  productive  either  of  comfort  or  benefit,  and 


Fig.  13.     Kemp  rectal  tube. 


in  these  cases,  cold  will  be  found  far  more  usefuL 
The  fluid  is  brought  into  contact  with  the  surface 
of  the  prostate  through  a  double  current  rectal 
tube,  Kemp   (Fig.  13)   Chetwood   (Fig.  14)   or  the 


Fig.  14.     Chetwood  rectal  tube. 

author's  (Figs.  15  and  16)  pattern,  used  two  or 
three  times  a  day.  The  douche  is  followed  by  a 
rectal  suppository  containing  extract  of  opium  J  to 
1  gr.,  to  which  the  addition  of  extract  of  belladona^ 
i  OT  I  gr.,  and  ichthyol,  5  to  10  minims,  will  often 
be  found  advantageous.     The  ichthyol  sometimes. 
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produces  extreme  pain  and  irritation,  and  it  should 
be  withdrawn  if  the  suppository  does  not  prove  im- 
mediately effective. 

If  urinary  retention  supervenes,  the  bladder 
should  be  emptied  by  a  soft  catheter,  and  thorough- 
ly irrigated  with  a  mild  antiseptic  solution.     Casper 


Fig.  15.     W'olbarst    rectal    tube. 

recommends  irrigation  with  silver  nitrate  1-2000.  I 
have  found  this  solution  wonderfully  effective  at 
times.  If  for  any  reason  the  catheterization  can- 
not be  performed,  perineal  section  with  permanent 
bladder  drainage  will  have  to  be  resorted  to. 

Internally,  the  alkalin  solutions,  the  balsamics 
and  the  urinary  antiseptics,  so-called,  have  their 
limited  field  of  usefulness  in  this  condition.     Casper 


Fig.  16.     W'olbarst  rectal  tube   (section). 


advises  the  internal  administration  of  salicylic  acid 
(gr.  5).  At  best  we  can  only  hope  to  make  the 
patient  as  comfortable  as  possible  during  the  period 
of  inflammatory  reaction,  and  to  this  end  our 
therapeutics  should  be  directed,  as  the  symptoms 
arise. 


74  Gonorrhea  in  the  Male. 

The  acute  stage  passes  off  in  a  week  or  ten  days 
and  the  process  gradually  undergoes  resolution 
entirely,  or  more  commonly  in  part  only,  leaving 
the  patient  with  a  chronic  parenchymatous  or 
follicular  prostatitis.  Under  no  circumstances 
should  the  prostate  be  massaged  while  the  inflam- 
mation is  at  its  height.  After  two  or  three  weeks, 
when  resolution  is  well  under  way,  massage  is  not 
only  permissible,  but  positively  demanded,  as  an  aid 
to  the  process  of  resolution.  Massage  should  be 
gently  and  carefully  performed  once  or  twice  a 
week,  followed  each  time  by  a  bladder  irrigation  of 
silver  nitrate,  1-10,000.  If  the  prostate  is  hard  and 
large,  the  process  is  repeated  at  shorter  intervals. 

Gradually  the  acute  condition  passes  off,  and  our 
treatment  is  now  directed  to  the  existing  subacute 
or  chronic  gonorrheal  urethritis  and  prostatitis. 

Acute  Seminal  Vesiculitis;  Spermato-cystitis ; 
Perivesioulitis. 

This  occurs  so  frequently  in  combination  with 
acute  prostatitis  and  the  symptoms  of  both  are  so 
fused  together  as  to  render  a  differential  diagnosis 
not  only  impossible  but  unnecessary — especially  as 
its  presence  calls  for  no  special  treatment  that  is 
not  applicable  to  the  prostate.  The  diagnosis  is 
made  per  rectum.  Occasionally  cases  are  seen  in 
which  the  symptoms  are  so  grave  as  to  suggest  the 
existence  of  peritonitis  or  a  perforating  appendi- 
citis. I  can  recall  a  case  in  which  a  patient  was  pre- 
pared for  appendectomy,  and  at  the  last  moment  a 
rectal  examination  showed  the  presence  of  a  severe 
seminal  vesiculitis.  On  either  side  of  the-  prostate 
in  well-defined  cases,  a  sausage-like  mass,  occasion- 
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ally  bearing  a  strong  resemblance  to  a  finger  in 
size  and  shape,  can  be  felt  diverging  upward  and 
outward  from  the  median  line.  At  times,  it  is  im- 
possible to  identify  them  at  all,  but  with  experience 
one  is  almost  always  able  to  distinguish  at  least  that 
portion  of  the  vesicles  nearest  the  prostate,  just  as 
it  emerges  from  that  organ.  When  considerable 
periprostatitis  exists,  the  vesicles  cannot  be  isolated 
from  the  general  indistinct  mass. 

The  symptoms  are  those  of  the  concurrent  acute 
prostatitis,  and  the  treatment  is  likewise  the  same. 
Earely  the  vesicles  will  be  found  inflamed  with  the 
prostate  comparatively  free  from  involvment.  In 
these  cases  the  prostate  will  be  more  or  less  tume- 
fied and  infiltrated,  but  not  very  painful,  the  tume- 
faction being  due  to  an  exudation  of  serum  within 
the  prostatic  capsule.  Seminal  vesiculitis  rarely 
proceeds  to  suppuration;  when  this  happens,  the 
symptoms  are  all  enhanced,  and  the  patient  suffers 
severely  from  the  infection,  but  relief  is  secured 
when  the  abscess  ruptures.  The  most  favorable 
termination  is  a  spontaneous  rupture  into  the 
urethra.  The  rupture  may  also  take  place  into  the 
rectum.  As  with  the  prostate,  so  the  seminal  vesi- 
culitis has  a  natural  tendency  to  resolution.  Total 
resolution,  however,  is  very  unusual;  in  most  cases 
there  is  sufficient  infiltration  and  tumefaction  of 
the  organs  left  to  require  attention  when  the  sub- 
acute stage  gradually  passes  into  the  chronic. 

Peostatic  Abscess. 

Etiology. — Gonorrheal  prostatic  abscess  repre- 
sents the  culmination  of  the  inflammatory  process 
in  the  organ,  and  while  per  se  it  may  be  regarded 
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as  a  serious  complication  of  acute  gonorrhea,  it  is, 
in  fact,  nothing  more  than  a  severe  acute  prostatitis, 
which,  instead  of  responding  to  its  natural  tendency 
to  undergo  resolution,  advances  in  intensity  and  ends 
in  suppuration. 

The  abscess  may  be  single,  or  there  may  be  a 
number  of  abscesses,  located  anywhere  in  the  organ, 
and  they  may  be  small  or  large.  They  may  also 
fuse  to  form  one  very  large  abscess,  with  consider- 
able destruction  of  tissue;  there  may  be  a  number 
of  miliary  abscesses,  scattered  throughout  the  pros- 
tate, or  the  abscess  may  be  periprostatic — that  is  to 
sa}^,  involving  the  surrounding  infiltrate,  but  leav- 
ing the  prostate  proper  intact.  Many  of  the  so- 
called  prostatic  abscesses  are  really  periurethral 
abscesses,  situated  close  to  the  prostate  and  yet  not 
within  its  substance. 

Symytoms  and  Diagnosis. — The  symptoms  of  all 
these  forms  of  prostatic  suppuration  are  much  alike. 
They  are  characterized,  in  brief,  by  those  of  acute 
prostatitis  carried  to  their  extreme  height,  in  addi- 
tion to  which  is  the  diagnostic  symptom,  when 
present,  of  fluctuation  felt  by  the  finger  in  the  rec- 
tum. The  patient  is  extremely  sick  and  presents 
the  typical  picture  of  an  acute  septic  inflammation. 
It  is  not  often  that  fluctuation  can  be  distinctly 
made  out,  because  of  the  pus-area  being  deep-seated 
and  beyond  the  reach  of  the  examining  finger.  The 
diagnosis  of  prostatic  abscess  can  be  made  never- 
theless, even  in  the  absence  of  fluctuation,  when  the 
symptoms  reach  an  inordinately  high  degree,  with 
marked  general  toxic  phenomena,  hot  and  pulsating 
prostate  and  high  temperature,  with  chills. 

Occasionally,  even  with  symptoms  of  moderate 
severity,  the  presence  of  abscess  is  not  suspected. 
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and  the  diagnosis  not  made  until  it  ruptures  either 
into  the  urethra  or  into  the  rectum.  Where  there 
is  any  doubt  as  to  the  presence  of  pus  in  the  pros- 
tate^ and  the  general  symptoms  are  strongly 
suggestive  of  suppuration,  it  is  not  only  expedient 
but  necessary  to  secure  this  information,  either  by 
incision  or  by  puncture  via  the  perineum  or  the 
rectum. 

Treatment. — Once  the  diagnosis  of  abscess  is 
made,  surgical  intervention  should  be  resorted  to 
at  the  earliest  opportunity,  so  as  to  save  the  gland 
from  inevitable  further  damage.  The  incision 
should  reach  the  point  of  suppuration.  If  the 
abscess  points  toward  the  perineum,  a  perineal  in- 
cision should  be  made;  if  fluctuation  is  felt  per  rec- 
tum, and  the  abscess  seems  to  be  pointing  in  that 
direction,  it  can  be  opened  from  the  rectum,  care 
being  taken  to  prevent  infection  from  the  bowel. 

Spontaneous  rupture  of  a  prostatic  abscess  is  of 
frequent  occurrence,  the  opening  usually  taking 
place  into  the  urethra,  but  sometimes  into  the 
rectum.  The  patient  is  made  avrare  of  the  occur- 
rence by  the  immediate  presence  of  a  profuse  dis- 
charge at  the  urethra  or  at  the  anus,  associated 
with  a  marked  diminution  in  the  pain  and  tension 
previously  felt  in  the  prostatic  region. 

The  prognosis  depends  more  or  less  on  the  size 
of  the  abscess.  A  small  or  moderately  sized  ab- 
scess closes  spontaneously,  and  recovery  is  fairly 
prompt;  a  large  abscess,  however,  presents  mechan- 
ical difficulties  to  quick  closure,  and  offers  consider- 
able latitude  for  the  formation  of  an  unhealing, 
granulating  cavity  or  sinus,  with  the  possible  de- 
velopment of  pyemia  and  urinary  infiltration.  Or 
the  spontaneous  opening  may  close  up  quickly,  be- 
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fore  all  the  pus  has  escaped^  thereby  compelling  the 
formation  of  new  abscess  openings  for  the  pus  to 
make  its  exit,  Karely  the  abscess  opens  directly  into 
the  bladder.  If  spontaneous  rupture  takes  place 
into  the  rectum  and  the  urethra  simultaneously, 
there  is  a  strong  likelihood  of  the  development  of  a 
nrethro-reetal  fistula,  with  the  possibility  of  ure- 
thral and  bladder  infection  by  rectal  matter.  The 
prognosis  after  operation  is  always  better  than  that 
ivithout  it. 

Periurethral  Abscess:  Perifolliculitis. — When  a 
number  of  the  urethral  glands  are  attacked  by  the 
gonorrheal  process,  they  can  be  felt  from  without 
as  small,  hard  and  tender  masses.  When  they  fuse 
together,  they  may  cause  an  abscess,  which  from 
without  somewhat  resembles  a  chancre,  except  that 
it  is  tender  and  painful  to  the  touch.  Occasionally 
pus  can  be  produced  at  the  meatus  by  squeezing 
fhese  bodies. 

The  treatment  is  expectant,  along  surgical  lines. 
Sometimes  the  abscess  undergoes  resolution  and 
the  parts  return  to  their  normal  condition;  usually 
an  incision  and  drainage  are  required. 

Complications. 

We  have  already  stated  in  a  previous  chapter  that 
there  is  nothing  inherent  in  the  nature  of  gonorrhea 
to  bring  on  the  development  of  complications;  and 
this  is  well  demonstrated  by  their  great  frequency 
in  the  hands  of  some  practitioners  and  their  rarity 
in  the  hands  of  others.  We  are  therefore  led  to 
believe  that  the  presence  of  complications  depends 
not  so  much  on  the  disease  itself,  as  upon  the 
conduct  of  the  patient  and  his  mode  of  living,  the 
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method  of  treatment  adopted,  and  the  strenuous- 
ness  with  which  this  treatment  is  applied.  It  goes 
without  saying  that  the  personal  equation  applies 
in  this  particular,  as  in  all  others,  affecting  human 
beings;  what  might  bring  on  a  most  serious  compli- 
cation in  one  man  may  have  no  effect  whatever  in 
another,  and  vice  versa.  However,  the  fact  remains^ 
undisputed,  that  careful  observers  have  been  able  to- 
note  that  certain  methods  of  treatment  bring  with, 
them  an  unduly  large  proportion  of  complications.. 
My  own  observations  confirm  this  view,  and  I  be- 
lieve it  is  not  so  largely  the  fault  of  the  remedies 
at  our  command  as  the  faulty  methods  of  their  ad- 
ministration. Over-treatment,  both  quantitatively 
and  qualitatively,  does  much  more  damage  than 
the  ^onococci.  Our  remedies  are  usually  too  strong, 
they  are  employed  too  frequently,  and  their  appli- 
cation is  too  often  attended  with  an  exhibition  of 
physical  force  that  is  neither  pleasant  nor  profitable 
to  the  patient. 

Epididymitis  :   Epididymo-Orchitis. 

This  is  by  far  the  most  frequent  of  all  the  com- 
plications of  acute  male  gonorrhea.  It  is  also,  per- 
haps, the  most  important,  because  of  its  remote 
consequences.  Casper*  states  that  20  per  cent,  of 
all  men  affected  with  gonorrhea  develop  epididy- 
mitis; Taylorf  believed  that  3  per  cent,  is  a  high- 
figure.  It  may  occur  at  any  time  during  the  ex- 
istence of  an  acute  or  chronic  gonorrhea,  but  it  is 
most  apt  to  develop  in  the  second  or  third  week  of 
the  disease,  when  the  urethritis  is  at  its  maximum 
intensity.    In  some  men  there  is  a  distinct  tendency 

*Casper:     Text  Book  of  Genito-Urinary  Diseases,  p.  415. 
tTaylor:      The    Pathology    and    Treatment    of    Venereal^ 
Diseases  (1895),  p.  232. 
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to    recurrence   long   after   the   urethral   symptoms 
have  disappeared. 

Etiology. — The  exact  causes  of  the  development 
of  acute  epididymitis  cannot  be  stated  with  cer- 
tainty. This  complication  occurs  equally  in  patients 
who  receive  local  treatment  and  those  who  are 
treated  expectantly  by  internal  medication.  Strong 
injections  roughly  introduced  into  the  deep  urethra 
do  certainly  often  bring  on  epididymitis.  The  irri- 
gation method  of  treatment  (Janet)  also  may  be 
held  directly  responsible  for  this  complication,  when 
employed  carelessly  or  roughly.  The  pressure  of  a 
large  volume  of  water  against  the  cut-off  muscle 
during  the  height  of  an  acute  posterior  urethritis 
surely  seems  to  be  capable  of  setting  up  sufficient 
irritation  and  reaction  to  cause  an  extension  of  ^the 
inflammation  down  to  the  epididymis.  Neither  are 
we  certain  that  this  fluid,  under  hydrostatic  pres- 
sure, does  not  actually  drive  the  gonococci  into  the 
prostatic  glands  and  the  common  ejaculatory  duct 
to  the  epididymis. 

It  seems  to  me  that  the  best  explanation  of  the 
development  of  an  acute  gonorrheal  epididymitis  is 
to  be  found  in  the  anatomic  structure  of  the  parts 
involved.  The  inflammation  is  usually  at  its  maxi- 
mum intensity,  involving  the  entire  urethral  tract, 
and  the  bladder  neck  as  well;  possibly  the  bladder 
proper,  too.  The  causes  that  have  operated  to 
maintain  this  increasingly  high  degree  of  inflamma- 
tion, or  additional  exciting  causes,  continue  to  act, 
with  the  result  that  the  inflammation,  travelling 
along  the  lines  of  least  resistance,  finds  it  way  into 
the  common  ejaculatory  duct  and  thus  passes  into 
the  vas  deferens  and  down  to  the  epididymis  (Fig. 
1).     In  this  way,  too,  can  we  explain  the  develop- 
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ment  of  acute  epididymitis  during  the  course  of 
gonorrheal  urethritis  following  sexual  or  alcoholic 
indulgence,  nocturnal  emissions,  traumatism  and 
excessive  physical  activity.  All  of  these  factors  help 
to  aggravate  the  already  existing  high  degree  of  in- 
flammation, and  an  extension  into  the  epididymis 
is  the  consequence. 

It  is  also  possible  that  the  infectious  element  may 
be  carried  to  the  epididymis  by  way  of  the  Ijrmphatic 
system,  but  the  comparative  rarity  of  inguinal  bubo 
or  systemic  infection  coincident  with  the  develop- 
ment of  the  epididymitis,  would  seem  to  argue 
against  this  method  of  invasion. 

Another  subject  for  speculation  in  this  connec- 
tion is  the  possibility  of  an  involvment  of  the 
epididymis  without  the  presence  of  a  posterior  ure- 
thritis. It  is  true  that  cases  have  been  reported  by 
careful  observers  (Neisser,  Jadassohn)  from  which 
it  would  appear  that  the  epididymis  may  be  attacked 
without  the  apparent  existence  of  posterior  ure- 
thritis; but  it  is  also  possible  that  in  these  cases, 
to  quote  Jadassohn,  "the  bacteria  which  have 
reached  the  posterior  urethra  may  have  been  carried 
away  by  the  stream  of  urine,  while  those  already 
in  the  ejaculatory  duct  are  safe  in  this  respect;  or 
by  the  inflammation  of  the  epididymis  the 
catarrhal  process  in  the  posterior  urethra  may  have 
been  brought  to  an  end  for  a  time  or  finally,  as  also 
happens  in  the  anterior  urethra.^'  Perhaps  there 
is  some  association  between  this  problem  and  the 
oft-repeated  clinical  observation,  that  an  acute  epi- 
didymitis not  only  clears  the  urine  of  pus,  but  cures 
the  entire  attack  of  gonorrhea.  Time  and  again  has 
this  phenomenon  been  observed,  yet  there  seems 
to  be  no  scientific  reason  to  acount  for  it,  except 
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possibly  the  observation  made  b}^  Finger^  that  the 
gonococcus  loses  its  vitality  at  39  degrees'  C,  and  is- 
totally  destroyed  at  40  degrees  C.  or  over. 

Another  interesting  point  in  this  connection, 
previously  mentioned,*  is  the  sudden  clearing  of 
the  urine  and  cessation  of  the  discharge  in  acute 
posterior  urethritis  a  day  or  two  in  advance  of  the 
appearance  of  an  acute  epididymitis.  I  have  seen 
this  happen  so  often,  as  to  convince  me  that  there 
is  some  direct  connection  between  the  tAvo;  what 
that  connection  is  I  am  not  able  to  say. 

Acute  gonorrheal  epididymitis  is  never  seen 
alone;  it  is  either  accompanied  by  an  inflammation 
of  the  corresponding  testis  (epididymo-orchitis)  or, 
which  is  perhaps  always  the  case,  by  an  inflamma- 
tion of  the  vas  deferens  ( defer enitis,  funiculitis)  or 
by  both.  The  latter  involvment,  as  a  rule,  does  not 
make  itself  particularly  apparent,  being  over- 
shadowed by  the  exquisite  painfulness  of  the  epi- 
didymitis. 

Acute  epididymitis  is  also  usually  accompanied 
by  more  or  less  effusion  of  serum  into  the  cavity  of 
the  tunica  vaginalis  (hydrocele) ;  this  is  especially 
so  when  the  testis  is  also  involved. 

PatJiology.—The  epididymis  in  enlarged  to  many 
times  its  natural  size ;  it  may,  and  often  does,  reach 
the  size  of  a  fist;  it  is  hard  and  frequently  nodular. 
Either  the  head  or  the  tail,  or  the  body  itself  may 
show  the  greatest  increase  in  size.  Usually  the  tail 
is  the  portion  most  severely  attacked ;  that  it  suffers 
the  most  lasting  damage  is  evidenced  by  the  per- 
manent infiltrate,  which  remains  for  years  after  the 
acute  onset.     In  a  typical  case  the  organ  swells  to 


*Wolbarst:      "Symptoms,    Diagnosis    and    Complications 
of  Gonorrhea."  Med.  News,  Nov.  8,   1902. 
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such  a  considerable  size  as  to  overshadow  the  testis 
more  or  less  completely^  and  our  only  guide  in  dis- 
tinguishing between  the  tw^o  organs  is  the  groove 
that  separates  them.  The  finger  can  be  made  to 
trace  this  groove  around  the  entire  circumference  of 
the  testis^  and  in  this  way  the  size  of  the  latter  organ 
can  be  determined. 

Occasionally  the  testis  is  inflamed,  too,  and  we 
have  a  large,  painful  and  tender  organ,  fused  more 
or  less  with  its  epididymis,  the  whole  enmeshed,  so 
to  speak,  in  the  inflammatory  exudate.  In  the 
tunica  vaginalis  there  is  a  variable  amount  of  fluid, 
the  quantity  usually  being  in  direct  proportion  to 
the  severity  of  the  inflammation.  This  fluid  is  ab- 
sorbed, to  a  greater  or  less  degree,  in  the  process  of 
resolution.  Very  often  this  is  the  beginning  of  a 
chronic  hydrocele. 

The  vas  deferens  is  also  thick  and  inflamed,  as 
might  be  expected.  In  some  cases  it  can  be  felt 
as  big  and  hard  as  a  lead  pencil  or  a  finger,  and 
very  tender.  The  entire  spermatic  cord  may  par- 
ticipate in  this  inflammation. 

Diagnosis. — The  diagnosis  is  usually  first  made  by 
the  patient  himself.  He  complains  of  pain  in  the 
epididymis  or  spermatic  cord,  or  he  may  only  com- 
plain of  the  swelling.  The  inflammation  of  the  epi- 
didymis cannot  be  mistaken  for  anything  else  in 
the  presence  of  posterior  urethritis.  So  constant, 
in  fact,  is  this  association,  that  it  not  seldom  hap- 
pens that  the  patient's  attention  is  first  called  to 
the  presence  of  a  chronic  gonorrhea  by  the  develop- 
ment of  an  acute  epididymitis.  I  have  seen  this 
many  times. 

Symptoms. — Usually  the  first  symptom  is  pain, 
sometimes  located  in  the  epididymis  itself;  at  other 
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times  in  the  vas  deferens  as  it  emerges  from  the  in- 
guinal ring.  This  pain  increases  quickly  and  like- 
wise extends  in  area,  until  the  entire  correspond- 
ing half  of  the  scrotal  contents  is  agonizingly  pain- 
ful and  exquisitely  tender  to  the  touch.  The  gen- 
eral health  soon  suffers.  There  is  usually  a  very 
high  fever,  sometimes  preceded  by  chills  and  sweat- 
ing. Weakness  and  a  sense  of  faintness  soon  follow, 
and  the  patient  in  a  remarkablly  short  time  looks 
and  feels  very  sick. 

Even  the  most  gentle  examination  of  the  organ 
is  associated  with  excruciating  pain  and  often  causes 
the  patient  to  faint.  It  is  found  that  the  epididymis 
is  considerably  thickened  and  enlarged,  to  such  a 
degree  that  the  testis  seems  lost  in  it,  unless  the 
latter  is  also  involved.  Either  the  globus  major  or 
minor  may  be  first  attacked,  but  soon  the  entire 
organ  is  affected. 

While  most  patients  take  to  bed,  a  considerable 
number  find  it  possible  to  be  up  and  about  and  do 
their  customary  work.  Earely  the  inflammation 
proceeds  to  suppuration,  and  an  abscess  results. 
The  usual  course  of  the  inflammation,  however,  is 
run  in  from  one  week  to  ten  days,  after  which 
period  the  pain  and  tenderness  gradually  disappear, 
the  swelling  recedes,  and  the  organ  resumes  some- 
thing of  its  normal  appearance.  Eesolution  may 
not  take  place  entirely,  and  a  considerably  thickened 
and  infiltrated  organ  may  remain,  with  the  tendency 
to  more  or  less  frequent  recurrence. 

Prognosis  and  Sequelm. — The  prognosis  of  acute 
epididymitis  is  good.  This,  however,  refers  particu- 
larly to  the  acute  inflammation.  The  pain  and 
swelling  disappear,  leaving  a  more  or  less  damaged 
organ  behind.     The   damage   consists  in  most  in- 
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stances  of  an  induration  of  the  epididymis,  which, 
may  remain  for  life  or  may  slowly  disappear;  but 
this  induration  does  not  necessarily  interfere  with 
the  functional  capacity  of  the  testis  on  the  dis- 
eased side.    Atrophy  of  the  testis  often  follows. 

The  most  considerable  damage — and  a  not  infre- 
quent one— usually  consists  of  a  thickening  of  the 
walls  of  the  convoluted  tube,  which  in  turn  narrows 
its  lumen  to  a  corresponding  degree.  The  result  is 
an  interference  with  the  passage  of  seminal  ele- 
ments from  the  testis  to  the  prostate  and  vesicles. 
The  degree  of  interference  is  in  direct  proportion 
to  the  extent  of  obliteration  in  the  tube.  This  is 
the  most  frequent  cause  of  sterility  in  the  male,  and 
should  be  regarded  as  the  most  important  sequel  of 
acute  epididymitis.  There  is  no  interference  with 
the  sexual  power;  the  spermatozoa  in  the  seminal 
discharge  are  either  absent  altogether,  or  few  and 
feeble — too  much  so,  for  impregnation  of  the  ovum. 

Painiul  testis,  or  more  properly,  testicular  neu- 
ralgia, sometimes  follows  acute  epididymitis.  There 
seems  to  be  present  a  strong  element  of  neuras- 
thenia in  these  cases,  but  the  pain  seems  to  be  a 
real  one,  and  one  that  is  very  diflBcult  to  get  rid  of. 

A  very  important  feature  of  epididymitis  is  the 
tendency  to  the  later  development  of  tuberculosis. 
There  can  be  no  doubt  that  an  acute  gonorrheal 
epididymitis  occurring  in  men  predisposed  to  tuber- 
culosis, tends  to  the  development  of  a  tuberculous 
focus  in  the  indurated  nodule  which  remains  be- 
hind. Previous  to  its  full  development  as  a  tuber- 
culous focus  it  partakes  of  the  attributes  of  a  simple 
chronic  inflammation,  which  some  French  writers 
have  designated  "pseudo-tubercular." 

When  abscess  of  the  epididymis  follows  the  acute 
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inflammation  we  have  to  deal  with  a  superimposed 
extraneous  infection,  either  by  the  tubercle  bacilli 
or  pus-germs.  Usually  occurring  in  tuberculous 
patients,  these  infections  are  apt  to  belong  to  the 
slow,  chronic  variety,  with  the  production  of  sinuses 
and  fistulae. 

Another  of  the  sequelae  of  acute  epididymitis  is 
the  occurrence  of  chronic  hydrocele.  This  does, 
not  differ  in  any  way  from  the  usual  hydrocele  which, 
follows  trauma,  or  some  unknown  cause. 

Treatment. — Mention  has  already  been  made  of 
the  means  that  should  be  taken  to  prevent  the  occur- 
rence of  this  complication.  Prophylaxis  should  be 
considered  imperative.  Eest  (physical  and  sexual)  ^ 
mild  and  skilfully  applied  local  treatment,  a 
properly  fitting  suspensory  bandage — all  of  these 
will  contribute  to  prevent  the  occurrence  of  acute 
epididymitis. 

Once  it  has  supervened,  we  should  aim  to  diminish 
its  severity,  shorten  its  duration,  and  avoid  if  we 
can,  its  sequelae,  especially  obliteration  of  the  lumen 
and  tuberculosis. 

The  primary  indication  is  absolute  rest  in  bed.  In 
the  majority  of  cases  this  need  not  be  urged  upon 
the  sufferer.  The  pain  and  weakness  are  so  severe 
that  he  takes  to  his  bed  voluntarily.  After  rest  in 
bed,  suspension  or  elevation  of  the  inflamed  organ, 
so  as  to  remove  the  tension  on  the  inflamed  sper- 
matic cord,  is  the  supreme  indication.  A  T-bandage, 
made  sufficiently  wide  to  include  all  the  scrotal  con- 
tents, will  afford  splendid  relief.  Equally  effective 
is  a  shelf  made  of  adhesive  plaster,  four  to  six 
inches  wide,  and  adherent  to  the  thighs.  The 
testes  rest  on  this  shelf  and  give  much  relief.  The 
ordinary  suspensory  bandage  is  of  little  avail  in  this 
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condition.  The  point  of  the  matter  is  that  the  testes 
should  be  brought  as  high  up  as  possible  toward  the 
umbilicus,  and  any  arrangement  that  will  bring  about 
this  end  should  be  adopted. 

Local  applications  should  next  be  considered. 
Heat  and  cold  both  have  their  advocates,  with  the 
preponderance  apparently  in  favor  of  the  hot 
poultice.  At  least,  if  the  heat  is  not  the  more 
€ffective,  it  is  surely  the  more  soothing  of  the  two, 
and  this  probably  acounts  for  its  more  frequent 
use.  The  cold  is  applied  preferably  in  the 
form  of  a  2  per  cent,  solution  of  acetate  of  alum, 
cooled  with  ice,  and  applied  continuously,  with  in- 
terruptions of  one-half  hour  every  two  hours.  Ice 
should  not  be  applied  to  the  scrotum,  because  it  is 
often  painful,  and  gangrene  may  follow. 

Heat  is  best  applied  in  the  form  of  the  poultice— 
preferably  tobacco  or  linseed,  or  a  combination  of 
the  two.  This  poultice  is  made  by  mixing  one 
ounce  of  cut  tobacco  in  about  a  half  pint  (8  oz.) 
of  hot  water,  bringing  it  to  the  boiling  point  and 
continually  stirring  it  thoroughly.  Sufficient  ground 
flaxseed  is  then  added  to  bring  it  to  the  consistence 
of  a  poultice,  and  stirred  up  well  with  the  tobacco. 
The  mixture  is  now  spread  out  on  a  piece  of  linen 
or  fine  muslin,  about  one-quarter  to  one-half  inch 
in  thickness.  The  surface  of  the  poultice  may  be 
sprinkled  with  laudanum.  It  should  be  applied  as 
hot  as  can  be  borne  and  changed  at  least  once 
every  two  hours.  A  piece  of  oiled-silk  will  conduce 
to  cleanliness  and  also  help  to  retain  the  heat  longer 
than  otherwise.  If  this  poultice  is  employed  in  con- 
junction with  a  proper  amount  of  elevation  of  the 
scrotum,  ready  relief  of  the  pain  and  a  rapid 
diminution  of  the  inflammation  can  be  expected. 
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I  believe  it  is  well,  after  a  few  days^  use  of  the 
poultice,  or  instead  of  it,  if  the  patient  is  able  to 
be  up  and  about,  to  substitute  an  ointment  con- 
taining guaiacol  as  the  principal  ingredient.  In 
passing,  it  may  be  added  that  the  local  application 
of  the  pure  guaiacol,  with  a  cameFs  hair  brush, 
once  or  twice,  as  soon  as  the  inflammation  makes 
itself  manifest,  will  sometimes  cause  its  complete 
abortion  in  a  remarkably  short  time.  When,  how- 
ever, the  process  has  had  time  to  extend  over  a 
considerable  area  of  the  epididymis,  the  pure 
guaiacol  will  be  found  too  strong  and  painful;  it 
should  preferably  be  used  diluted  with  glycerin  or 
lanolin  (guaiacol  1,  glycerin  or  lanolin  3),  and 
applied  continuously.  This  ointment,  though  very 
effective,  is  sometimes  exceedingly  painful  and  often 
brings  on  an  acute  dermatitis  that  is  very  alarming 
to  the  patient.  To  avert  this,  it  is  well  to  combine 
the  guaiacol  with  ichthyol  and  opium,  as  follows : 

I^     Ichthyoli 

Guaiacoli  aa  Siss 

Pulv.  opii  3iv-3vi 

Petrolati  or  Lanolini  §i     M. 

Sig.     Fiat  unguentum. 

It  will  often  be  found  that  with  the  application 
of  this  guaiacol  ointment  a  larger  percentage  of 
patients  will  be  able  to  be  up  and  about  during  the 
entire  period  of  the  inflammation  than  under  any 
other  method  of  treatment. 

Tucker*  advocates  the  employment  of  magnesium 
sulphate  solution  in  acute  epididymitis.  His 
technic  is  as  follows:  A  saturated  solution  of  the 
salt  in  water  is  applied  on  from  flfteen  to  twenty 

*Therapeutic  Gazette,  1907,  p.  238. 
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layers  of  gauze.  This  is  saturated  with  the  solution 
every  haK  hour,  or  as  often  as  necessary  to  pre- 
vent drying.  At  the  end  of  twenty-four  hours  the 
dressing  is  removed  and  the  parts  cleansed;  if 
necessary,  it  is  reapplied  as  before.  The  writer 
claims  to  have  had  remarkably  good  results  with 
this  treatment.  I  have  employed  it  in  a  few  cases 
with  very  good  result. 

Strapping  the  testis  is  a  favorite  method  of 
treatment,  and  deservedly  so,  if  it  is  properly  em- 
ployed. It  should  never  be  applied  during  the  first 
six  or  seven  days  of  the  attack,  and  only  when  its 
application  is  followed  by  quick  relief  should  it  be 
continued.  The  method  of  overlapping  strips  of  ad- 
hesive plaster  applied  directly  to  the  scrotal  skin  is 
effective  enough,  but  it  has  decided  disadvantages 
that  should  relegate  it  to  the  rear  in  favor  of  the 
method  to  be  described.  It  has  the  disadvantage  of 
being  inelastic,  thus  requiring  a  new  bandage  from 
day  to  day  as  the  swollen  testis  diminishes  in  size; 
it  is  applied  to  the  raw,  tender  skin,  causing  abra- 
sions and  dermatitis,  and  its  application  is  often 
painful.  The  preferable  method  is  the  one  de- 
scribed by  Keyes  (Fig.  17).  It  consists  of  a  strip 
of  rubber  bandage  about  eight  inches  long  and  two 
inches  wide,  to  one  end  of  which  is  attached  a  strip  of 
adhesive  plaster  one  inch  wide  and  four  inches 
long.  "The  scrotum  is  gently  lifted  and  the  unin- 
fiamed  testicle  pushed  out  of  the  way.  The  in- 
flamed organ  is  then  encircled  with  the  rubber 
bandage  as  tightly  as  the  patient  can  bear  it,  and 
as  the  bandage  is  wrapped  in  place  the  adhesive 
plaster  is  brought  around,  and  holds  it  fast.  Abso- 
lutely the  only  precaution  necessary  is  to  get  the 
line  of  greatest  pressure  above  the  line  of  greatest 
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swelling — i.  e.,  to  make  the  adhesive  plaster  encircle 
the  organ  above  its  equator,  for  otherwise  it  will 
promptly  slip  off.  The  advantages  of  this  bandage 
need  not  be  enumerated,  but  the  chief  one  is  that 
it  may  be  removed  daily  or  every  other  day  to  be 
put  on  more  tightly.  This  it  is  expedient  to  do. 
Also  it  sweats  the  scrotum,  acting  like  a  poultice."* 
Leeches  applied  to  the  scrotum  are  recommended 
^  ery  highly  by  some  writers.     It  is  not  maintained 


Fig.  17.     The  rubber  bandage  strapping. 

that  they  shorten  the  course  of  the  attack,  only 
that  they  quickly  relieve  the  severe  pain.  Bleeding 
is  apt  to  be  excessive  on  account  of  the  great  vascu- 
larity of  the  scrotal  tissues.  Care  should  therefore 
he  taken  to  control  all  bleeding  points  before  the 
surgeon  leaves  his  patient. 

Acute  hydrocele,  if  excessively  large  and  painful, 
is  often  relieved  by  puncture  of  the  tunica  vaginalis. 

*Keyes:     "Genito-Urinary  Diseases,"  p.  727. 
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During  the  height  of  the  attack^  it  is  best  that  no 
local  treatment  be  applied  to  the  urethra;  as  soon, 
however,  as  the  testis  is  ready  for  strapping,  the 
local  treatment  of  the  urethra  may  be  cautiously 
and  carefully  resumed.  Various  surgical  pro- 
cedures have  been  suggested.  Schindlerf  seeks  to 
relieve  the  tension  by  puncture,  or  if  possible  by 
aspiration.  The  punctures  are  made  at  the  point 
of  maximum  tenderness,  and  repeated  in  different 
directions,  if  no  secretion  is  found.  He  states  that 
the  procedure  is  not  painful,  and  is  performed 
without  local  or  general  anesthesia;  it  is  followed 
by  prompt  relief  of  the  pain,  subsidence  of  fever 
and  rapid  resolution.  Detention  in  bed  is  reduced 
by  one-half.  The  author  has  also  tried  Bier's 
hyperemia,  but  the  results  have  not  been  satisfactory. 
Hagner]:  opens  the  tunica  vaginalis  at  the  junc- 
tion of  the  epididymis  and  testis.  The  fluid  is 
evacuated  and  multiple  punctures  are  made  in  the 
epididymis  through  its  fibrous  covering  with  a  teno- 
tome. General  anesthesia  is  administered.  A  drain 
is  inserted  into  the  tunica  vaginalis.  He  claims  the 
following  advantages:  The  infiltration  of  the  epi- 
didjrmis  disappears  more  readily  than  under  other 
methods  of  treatment;  the  danger  of  permanent 
injury  to  testis  and  epididymis  is  lessened;  the 
patients  are  relieved  of  pain  on  recovery  from  the 
anesthetic;  systematic  symptoms  are  promptly  re- 
lieved; the  danger  to  the  patient  is  very  slight.  In 
a  recent  supplementary  report*  the  author  states 
that  in  twelve  additional  cases  the  results  have 
been  so  successful  as  to  justify  the  conviction  that 


tSchindler:      Deutsch.   Medizin.   Wochenschrift,   Dec.   20, 
1906. 

tHagner:     Med.   Record,  Dec.  1,  1906. 
*Med.  Rec.  Dec.  4.  1909. 
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this  operation  (epididymotomy)  has  a  place  in  sur- 
gery. 

Internally,  there  are  no  special  therapeutic  agents 
that  need  be  mentioned.  The  urine  should  be  kept 
bland  and  unirritating,  the  bowels  loose,  and  the 
fever  and  general  malaise  treated  as  usual.  If 
these  measures  are  adopted,  the  acute  attack  sub- 
sides, the  swelling  and  pain  pass  off,  and  the  patient 
is  left  with  a  more  or  less  thickened  and  nodular 
epididymis,  which  slowly  resolves  itself  down  to  the 
size  of  a  bean  or  a  small  nut.  And  just  as  likely  as 
not  the  urine  has  been  cleared  of  its  pus,  the  dis- 
charge has  ceased,  and  the  patient  is  considerably 
advanced  toward  recovery  with  his  gonorrhea. 

Gonorrheal  Arthritis  (Eheumatism). 

Xext  to  epididymitis,  the  most  common  and  seri- 
ous complication  of  gonorrhea  is  the  so-called 
gonorrheal  rheumatism.  Properly  speaking,  this  is 
a  local  manifestation  of  a  general  metastatic,  sys- 
temic infection,  the  etiologic  factors  being  the  gono- 
coccus  (Neisser)  and  its  toxins.  It  makes  itself 
manifest  during  any  stage  of  the  gonorrheal  attack, 
frequently  during  the  subacute  period,  occasionally 
in  the  acute  stage;  the  favorite  site  is  one  or  more 
of  the  joints. 

Pathology. — We  recognize  two  distinct  types  of 
gonorrheal  joint  invasion.  In  the  first  the  attack 
is  confined  to  the  synovial  membrane  of  the  joint, 
the  surounding  tissues  not  participating  in  the  in- 
flammation. It  is  in  this  t3rpe  of  eases  that  the  dis- 
tressing ankylosis,  so  often  encountered,  is  most  apt 
to  occur.  There  is  considerable  effusion  within  the 
oapside  of  the  joint,  the  fluid  varying  from  serum 
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alone,  in  the  mildest  form,  to  a  purulent  or  mneo- 
pnrulent  effusion  in  the  severe  cases.  In  these 
fluids  the  gonoeoccus  will  often  be  found,  associated 
usually  with  pus-forming  micro-organisms. 

In  the  second  or  periarticular  type  of  infection 
the  synovia  is  not  involved;  the  inflammation  brings 
with  it  little  or  no  intra-articular  effusion,  but  is 
limited  almost  exclusively  to  an  infiltration  of  the 
periarticular  tissues.  The  parts  surrounding  the 
joint  are  therefore  edematous  and  infiltrated,  the 
extent  of  the  involvment  being  in  proportion  to  the 
degree  of  the  inflammation.  In  these  cases  the 
passing  of  the  inflammation  leaves  behind  it  a  more 
or  less  permanent  stiffening  and  contracture  of  the 
attacked  structures,  particularly  the  fascia  and 
tendons  running  to  and  from  the  joints. 

The  knee-joint  is  the  one  most  frequently  af- 
fected, the  left  side  being,  according  to  some  ob- 
servers, more  often  attacked  than  the  right.  Why 
this  is  so,  we  do  not  know.  Next  in  the  order  of 
frequency  comes  the  ankle-joint,  followed  by  the 
wrists,  fingers  and  toes.  No  joint  is  altogether 
immune  to  invasion;  neither  is  there  any  limit  as 
to  the  time  of  the  attack.  After  the  joints,  the 
most  common  seats  of  the  affection  in  the  order  of 
frequency  are  the  synovial  sheaths  of  tendons,  the 
muscles,  synovial  bursse  and  the  nerves. 

Etiology. — The  discovery  of  the  gonoeoccus  in 
and  about  the  joint  secretions,  has  removed  all  ex- 
isting doubts  as  to  the  etiology  of  the  joint  involv- 
ment. In  the  purulent  cases,  the  gonoeoccus  infec- 
tion is  associated  with  an  additional  infection  by 
pyogenic  bacteria.  The  latter  may  enter  the  joint 
simultaneously  with  the  gonoeoccus,  thus  constitu- 
ting a  primary  mixed  infection;  or  they  may  enter 
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the  joint  later,  this  being  a  secondary  mixed  in- 
fection. In  the  severe  cases  the  pyogenic  bacteria 
not  only  predominate,  but  destroy  the  gonococci, 
and  we  find  a  fluid  in  the  joint  in  which  gonococci 
cannot  be  discovered.  In  numerous  instances  the 
gonococcus  has  been  found  in  the  blood  and  in 
ulcerations  on  the  heart  valves,  in  endocarditis. 
Even  the  most  remote  portions  of  the  body — the 
eyes,  nerves,  pleura,  tendon  sheaths,  muscles,  peri- 
osteum and  perichondrium — may  be  involved  in  the 
metastatic  process.  At  the  same  time  it  should  be 
remembered  that  gonorrhea  is  primarily  a  local  dis- 
ease, and  that  it  is  only  exceptionally,  and  rarely  in 
well-treated  cases,  that  the  infection  spreads  fo 
these  distant  parts  and  becomes  generalized. 

In  passing  it  is  well  to  remember  that  gonorrheal 
arthritis  is  not  limited  in  its  origin  to  gonorrhea  of 
the  urethra.  Cases  have  been  observed  in  which 
this  complication  has  followed  primary  gonorrheal 
ophthalmia,  and  even  ophthalmia  neonatorum,  thus 
proving  beyond  cavil  that  the  gonococci,  wherever 
they  happen  to  be,  may  enter  the  general  circula- 
tion and  become  localized  elsewhere  in  the  body. 
Lydston*  has  very  recently  reported  an  unusual  case 
of  gonorrheal  arthritis  in  a  child  three  weeks  old. 
Forty-eight  hours  after  birth  the  child  developed  gon- 
orrheal ophthalmia,  which  was  fully  under  control, 
when,  two  weeks  later,  the  left  wrist  and  the  right 
knee  became  involved  in  an  acute  arthritis. 

Just  why  two  or  three  per  cent,  of  all  cases  of 
gonorrhea  should  be  complicated  by  a  gonorrheal 
arthritis,  no  one  can  say,  except  that  certain  in- 
dividuals undoubtedly  do  show  an  idiosyncrasy  to- 
ward  this    affection.       Some    individuals    develop 

-Lydston:  Jour.  Am.  Med.  Assn.,  Aug-.  6,  1910. 
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arthritis  with  each  attack  or  recurrence  of  gon- 
orrheal urethritis. 

Another  interesting  feature  worthy  of  mention 
is  the  fact  that  it  is  not  necessary  for  the  patient 
to  be  exposed  to  colds,  draughts,  wet  feet,  etc.,  in 
order  to  develop  the  arthritis.  Apparently,  the 
mere  presence  of  the  gonococci  in  an  active  stage  is 
enough  to  set  up  an  invasion  in  some  distant  part 
of  the  body,  irrespective  of  all  other  causes.  Neither 
does  the  gonorrheic  with  a  rheumatic  diathesis  de- 
velop true  rheumatism  because  of  his  gonorrhea; 
in  fact,  there  seems  to  be  no  apparent  connection 
whatever  between  gonorrhea  and  rheumatism,  and 
the  arthritis  which  does  develop  with  gonorrhea  is 
not  at  all  rheumatic. 

Another  point:  G-onorrheal  arthritis  is  very  un- 
usual in  women,  though  it  is  by  no  means  rare. 

Symptomatology . — We  distingu.ish  two  broad  clin- 
ical types  of  gonorrheal  arthritis — acute  and  chronic. 

The  acute  type  comes  on  suddenly  and  without 
warning.  It  begins  with  a  chill,  moderate  fever, 
ranging  from  101  to  103  degrees,  sometimes  higher, 
full,  strong  pulse,  diminished  urinary  secretions,  a 
coated  tongue,  and  severe  pain.  One  or  two  joints 
are  usually  involved;  the  swelling  is  marked  and 
rapidly  increases;  the  skin  is  deeply  colored  and 
tense,  and  exceedingly  tender  to  the  touch.  The 
most  striking  symptom  is  pain,  and  this  is  at  times 
most  excruciating  in  severity.  Movement  of  the 
joint  enhances  it  markedly.  These  symptoms,  indi- 
cating a  severe  local  inflammation,  continue  for  a 
few  days,  and  then  they  subside  somewhat.  The 
affected  joint  is  not  quite  so  tender,  though  it  is 
edematous  and  bogg}^,  and  if  the  parts  are  kept  at 
perfect  rest,  much  of  the  pain  passes  away. 
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However,  in  a  goodly  number  of  cases,  the  acute 
onset  now  repeats  itself.  Chills  return,  the  fever 
rises  again,  sweats  appear,  the  pain  increases,  and 
the  patient  looks  real  sick  again.  This  means  that 
pyogenic  germs  have  entered  the  joint  fluid  and 
have  become  active,  and  the  serum  is  being  replaced 
by  purulent  fluid. 

Unless  further  complications  or  extensions  set  in, 
these  symptoms  gradually  subside,  the  fluid  may  be 
resorbed  and  the  joint  restored  to  its  normal  state; 
but  the  tendency  to  recurrence  at  every  outbreak  of 
urethritis  should  be  borne  in  mind. 

During  the  arthritic  attack,  as  a  rule,  the  primary 
source  of  infection  seems  to  abate  somewhat  in  in- 
tensity if  it  is  in  the  anterior  urethra,  the  discharge 
ceases  entirely  or  partially,  and  the  urine  may  even 
clear  up  more  or  less  entirely.  This  improvement  is, 
however,  but  temporary,  and  the  former  condition 
returns  as  soon  as  the  acute  joint  symptoms  pass 
off. 

The  chronic  type  of  arthritis  is  far  more  insidious 
and  more  dangerous  than  the  acute  type.  Without 
premonitory  symptoms  and  without  much  pain,  a 
hydrarthrosis  develops  slowly  and  gradually,  the 
main  symptoms  being  swelling  of  the  joint  and  im- 
pairment of  function.  It  is  in  this  type  of  cases  that 
ankylosis  is  apt  to  follow  the  inflammation.  There 
is  a  marked  yet  gradual  decline  in  the  general  health, 
indicative  of  a  general  systemic  infection,  charac- 
terized especially  by  loss  of  appetite  and  weight, 
anemia,  general  weakness  and  exhaustion,  loss  of 
muscle  tone,  heart  palpitation  and  general  malaise. 
Precordial  pain  is  often  present,  and  endocarditis 
may  often  be  found.    As  in  the  acute  type,  the  urine 
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is  scanty  and  high  colored,  full  of  pus,  and  occa- 
sionally containing  a  high  percentage  of  albumin. 

This  is  the  type  of  arthritis  that  nsiially  follows 
recurrent  gonorrheas,  the  passage  of  sounds  into 
a  urethra  in  which  an  acute  inflammation  is  set  up, 
or  in  process,  or  the  employment  of  strong  irritant 
injections  resulting  in  severe  reaction. 

Fever  and  pain  may  be  absent  altogether,  and  the 
joint  is  not  necessarily  very  tender.  Usually  it  is 
purplish  or  bluish  white  in  color,  often  resembling 
a  tuberculous  joint  in  appearance. 

Rather  than  being  the  exception,  plastic  changes 
and  ankylosis  are  apt  to  be  the  rule  in  this  class  of 
cases,  unless  its  course  is  modified  by  early  and 
effective  treatment.  Its  duration  may  cover  a  period 
of  many  months  before  the  patient  can  return  to 
his  usual  life. 

Diagnosis  and  Differential  Diagnosis. — The  diag- 
nosis is  not  difficult  in  the  average  case.  Given  a 
primary  gonorrheal  inflammation  in  the  urethra, 
any  arthritis  developing  in  the  course  of  such  a 
urethritis  should  at  once  be  suspected  of  being 
gonorrheal  in  origin  and  nature.  It  should  be  dif- 
ferentiated from  inflammatory  rheumatism  particu- 
larly. It  is  also  well  to  look  for  an  old  gonorrheal 
urethritis  in  any  suspicious  case  of  joint  inflamma- 
tion that  does  not  respond  to  the  usual  measures. 
It  is  surprising  how  many  cases  of  ancient  and  un- 
suspected gonorrheal  urethritis  will  be  discovered 
in  this  way. 

In  the  acute  variety  the  diagnosis  is  made  by  a 
study  of  the  symptom  complex  rather  than  by  any 
particular  symptom.  In  gonorrheal  arthritis  the 
fever  is  not  so  high,  nor  so  irregular;  the  pain  is 
as  a  rule  less  severe,  especially  after  a  few  days, 
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and  it  shows  a  greater  tendency  to  subside  under 
rest  and  local  medication.  If  only  one  joint  is  in- 
volved, there  may  be  an  utter  absence  of  reactional 
constitutional  symptoms;  if  more  than  one,  the  new 
joints  are  affected  consecutively,  not  all  at  the  same 
time,  and  though  new  joints  are  attacked,  those  first 
involved  continue  as  before,  resolution  is  apt  to  be 
longer  delayed;  the  lactic  acid  sweating,  so  common 
in  rheumatism,  is  absent,  or  of  very  short  duration; 
the  sudden  subsidence  in  one  joint  and  equally  sud- 
den involvment  of  another,  so  often  observed  in 
rheumatism,  is  not  seen  in  gonorrheal  arthritis. 
The  endocardium  and  pericardium,  as  also  the 
pleura,  are  rarely  involved  in  the  inflammatory 
process,  and  lastly,  the  gonorrheal  variety  does  not 
respond  to  the  salicylates  or  aspirin  as  inflamma- 
tory rheumatism  does. 

The  subacute  and  chronic  variety  should  be  par- 
ticularly differentiated  from  tuberculosis,  though 
this  is  at  times  not  a  simple  matter.  Both  con- 
ditions have  symptoms  in  common;  thus  there  is  a 
general  decline  in  health,  the  temperature  is  vari- 
able, while  pain  is  also  variable.  But  the  diagnosis 
can  be  made  on  these  points:  The  presence  of  an 
existing  gonorrhea,  acute  or  chronic ;  more  than  one 
joint  is  usually  involved  in  this  type — in  tubercu- 
losis rarely  so;  as  a  rule,  there  is  more  pain  and 
tenderness;  there  is  more  marked  swelling  and  dis- 
coloration, and  there  is  a  greater  tendency  to  in- 
volvment of  the  tendons  and  f  ascias  than  in  tubercu- 
losis; in  the  latter  disease  there  may  be,  and  often 
is,  a  tuberculous  history  or  lesions  may  be  found 
elsewhere  in  the  body;  and  finally  tubercle  bacilli 
may  be  found  in  the  exudate,  as  against  the  presence 
of  gonococci  in  arthritis  of  gonorrheal  origin. 
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Prognosis. — The  prognosis  of  gonorrheal  arthritis 
may  be  said  to  be  favorable  in  the  average  case, 
though  the  probability  of  ankylosis  and  impairment 
of  function  is  not  a  slight  one.  In  severe  cases 
permanent  ankylosis,  hydrarthrosis,  and  suppuration 
may  supervene;  usually,  however,  the  inflammation 
subsides,  slowly  yet  surely,  and  resolution  takes 
place.  The  amount  of  permanent  damage  will  be  in 
inverse  proportion  to  the  extent  of  the  resolution. 

It  should  not  be  forgotten  that  with  each  new 
attack  of  urethritis  the  arthritis  may  recur,  irre- 
spective of  the  result  attained  in  past  attacks.  A 
prognosis  as  to  permanent  cure  should  therefore 
always  include  this  reservation. 

Treatment. — There  is  no  specific  remedy  for  gon- 
orrheal arthritis;  therefore  all  treatment  must 
be  expectant  and  symptomatic.  The  usual  treat- 
ment of  inflammatory  rheumatism  is  of  no  benefit 
whatever  in  this  affection.  Many  drugs  have  been 
tried,  including  salicylic  acid,  colchicum,  potassium 
iodide  and  quinin,  but  none  of  these  has  been  shown 
to  be  of  any  special  value,  and  they  cannot  be  de- 
pended upon  for  results  in  the  average  case. 

Most  important  of  all  is  the  local  treatment  and 
the  treatment  of  the  primary  infection.  The  quicker 
we  reduce  the  urethral  inflammation,  the  sooner 
can  we  expect  to  see  results  in  the  complications. 
Rest  in  bed  and  immobilization  of  the  affected  parts 
is  a  sine  qua  non.  In  the  very  acute  stage,  the  ap- 
plication of  leeches  and  hot  poultices  will  often 
hasten  the  departure  of  the  very  severe  symptoms 
and  usher  in  the  subacute  period.  A  favorite 
method  is  the  application  of  pure  or  50  per  cent, 
ichthyol  to  the  parts,  covering  them  well  with  cot- 
ton or  flannel;  methyl  salicylate  may  be  used  in 
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the  same  way  with  benefit.     An  ointment  made  up 
as  follows,  is  often  of  distinct  value: 

1^     lehthyoli 

Guaiaeoli,  aa  oi 

Pulv.  opii,  OSS 

Petrolati,  or 
Lanolini  §i     M. 

Fiat  ungnentum. 

In  the  subacute  and  chronic  stages,  in  the  presence 
of  large  accumulations  in  and  about  the  affected 
joints,  radical  surgical  measures  are  necessary. 
The  joints  may  be  tapped,  and  the  fluid  withdrawn; 
the  joints  may  be  irrigated,  preferably  with  hot  bi- 
chlorid  solution,  1-5000.  Incision,  followed  by  irri- 
gation and  drainage,  is  often  made  necessary  by 
existing  conditions  that  may  involve  severe  injury 
to  the  joint. 

For  the  chronic  cases  from  the  start,  with  little 
or  no  exudation,  the  application  of  counter-irrita- 
tion, such  as  the  Paquelin  cautery,  blisters,  iodin, 
and  ichthyol,  followed  by  frictions,  massage, 
douches,  etc.,  will  often  be  found  useful. 

Internally,  perhaps  the  best  remedy  at  our  com- 
mand is  the  pure  oil  of  gaultheria,  given  in  doses 
of  ten  to  twenty  drops  three  times  a  day,  in  milk 
or  water.  Iodide  of  potassium  is  extensively  used, 
and  likewise  the  general  tonics,  but  their  applica- 
tion must  depend  on  the  individual  case. 

We  have  in  Bier's  hyperemic  treatment  a  most 
effective  agent  in  the  cure  of  gonorrheal  arthritis, 
but  it  should  be  applied  carefully  and  intelligently 
to  secure  good  results.  In  the  acute  condition  it 
should  be  employed  from  the  very  beginning  of 
the  attack.  The  bandage  should  be  applied  not  too 
tightly,   and   should   not   be    combined    with   other 
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local  measures — i.  e.,  cold  or  heat.  It  should  he 
kept  in  place  ahont  twenty  hours  continnonsly,  and 
should  not  he  withdrawn  too  soon. 

Under  this  method  of  treatment  the  pain  rapidly 
diminishes  or  disappears  entirely,  and  movement  of 
the  parts  may  he  encouraged  very  early,  thereby  re- 
ducing to  a  minimum  the  liability  to  ankylosis  or 
muscle  atrophy.  A  serious  study  of  this  subject 
has  been  published  by  Baetzner,*  which  justifies  the 
belief  that  this  method  of  treatment  should  be  ap- 
plied wherever  it  can  be  properly  carried  out.  He 
reports  that  by  means  of  this  treatment,  the  pain 
disappears  very  quickly  and  the  clinical  course  of 
the  disease  is  milder  and  much  shortened.  The 
joint  can  be  mobilized  earlier  and  ankylosis  does  not 
result. 

Eecently,  through  the  efforts  of  Torrey  and 
Eogers,  an  antigonococcal  serum  has  been  em- 
ployed with  gratifying  results.  These  observers 
state  that  at  least  75  per  cent,  of  all  the  acute,  sub- 
acute and  early  chronic  forms  of  the  disease  are 
either  cured  or  very  much  improved  by  this  method 
of  treatment.  At  the  present  writing  it  would  ap- 
pear that  this  method  has  already  found  a  perma- 
nent place  in  the  treatment  of  this  condition.  The 
same  may  possibly  be  said  of  the  gonococcal  vac- 
cine of  Wright. 

Fuller  has  been  treating  cases  of  chronic  gon- 
orrheal arthritis  by  curetting  and  draining  the 
seminal  vesicles.  In  some  cases  the  material  re- 
moved from  the  vesicles  contained  large  numbers  of 
gonococci.  In  a  number  of  cases  the  operation  is 
declared  to  have  cured  the  arthritis;  a  fairly  large 
percentage  of  failures  is  also  reported  to  have  fol- 
lowed this  procedure,  which  is  still  siih  judice. 

-Deutsche  Zeitschrift  fiir  Chirurg-ie  (Bd.  XCIII.  Heft  3). 
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CHRONIC   GONORRHEAL    URETHRITIS. 

AVheii  does  an  attack  of  gonorrheal  urethritis  be- 
come chronic?  According  to  most  anthors,  any  case 
of  gonorrhea  in  the  male  lasting  more  than  eight 
weeks  is  to  be  regarded  as  chronic.  This  dictum 
presupposes  that  an  acnte  urethritis  runs  its  course 
and  ought  to  be  cured  within  eight  weeks,  and  if  all 
traces  of  the  disease  have  not  disappeared  by  that 
time,  we  have  a  chronic  urethritis  to  deal  with.  I  do 
Qot  believe  that  either  of  these  dicta  come  altogether 
within  the  exact  truth.  In  the  very  nature  of  things, 
we  cannot  set  down  an  arbitrary  period  for  the  dura- 
tion of  any  disease,  especially  one  that  presents  so 
many  possible  variations  and  complications  as  gon- 
orrhea .  Some  cases  of  acute  urethritis  run  their  course, 
with  or  without  treatment,  in  three  or  four  weeks; 
others  take  eight  and  ten  weeks  under  the  most  en- 
lightened treatment  without  becoming  chronic.  I 
therefore  feel  that  we  should  be  far  mor6  within  the 
realm  of  scientific  accuracy,  based  on  practical  experi- 
ence, if  we  stated  that  the  average  duration  of  male 
gonorrhea  is  from  six  to  ten  weeks,  and  that  any  case 
that  shows  a  tendency  to  persist  after  three  months 
should  be  termed  chronic. 

Just  where  the  last  stage  of  acute  urethritis  ends 
and  chronic  urethritis  begins,  we  are  unable  to  tell 
either  by  the  subjective  or  objective  symptoms;  this 
is  largely  because  of  the  fact  that  most,  if  not  all, 
cases  of  chronic  urethritis  are  confined  principally 
to  the  posterior  urethra,  and  that  the  declining  stages 
of  acute  posterior  urethritis  are  practically  those  of 
chronic  gonorrheal  urethritis.  It  is  therefore  impor- 
tant to  recognize  the  close  affinity  existing  between 
these  conditions  in  makinsr  our  diagnosis. 
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Certain  features  of  chronic  urethritis  stand  out 
prominently  as  against  those  of  acute  urethritis : 

1.  The  comparatively  slight  urethral  discharge^ 
usually  found  on  arising  in  the  morning. 

2.  The  absence  of  acute  pain  or  urinary  urgency. 

3.  The  comparative  rarity  of  extensions  and 
complications. 

4.  The  comparative  frequency  of  reflex  neuroses. 

5.  The  tendency  to  more  or  less  frequent  recur- 
rence. 

6.  The  variable  potentiality  of  infection  inherent 
in  the  urethral  discharge. 

Symptomatology. — The  symptoms  of  chronic  an- 
terior urethritis  can  be  briefly  stated  as  conforming, 
in  a  general  way,  with  the  character  of  a  chronic 
catarrhal  inflammation  in  any  part  of  the  body. 
There  is  usually  a  complete  absence  of  acute  sub- 
jective symptoms,  though  there  are  occasional  slight 
burning  pains  and  scalding  sensations  of  mild 
type,  especially  during  the  act  of  micturition  and 
sometimes  during  the  course  of  an  erection.  The 
patient  will  often  point  the  finger  to  a  particular 
spot  as  the  site  of  these  sensations.  The  principal 
symptom  is  the  discharge.  This  may  be  slight 
or  moderate  in  amount,  constant  or  occasional, 
or  it  may  only  appear  in  the  morning  on  arising, 
having  collected  in  the  urethra  during  the  night. 
From  time  to  time  after  sexual  or  alcoholic  excesses, 
or  at  times  as  the  result  of  "catching  cold,^^  exacer- 
bations or  reinfections  occur,  which  resemble  an 
acute  onset  and  which  should  be  regarded  for  pur- 
poses of  diagnosis  and  treatment  as  such. 

Pathology. — When  the  inflammatory  process  in 
acute  urethritis  has  passed  beneath  the  surface  to  the 
subepithelial  connective  tissues,   and    involved    the 
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urethral  glands,  the  healing  process  does  not,  as  a 
rule,  bring  about  a  complete  restoration  of  the  parts 
to  their  normal  condition,  and  we  have  a  conditioii 
of  chronic  urethritis.  The  inflammation  may  persist 
as  a  slow,  chronic  type,  with  or  without  the  presence 
of  gonococci.  We  thus  have  a  chronic  specific  ure- 
thritis (with  gonococci)  or  non-specific  catarrhal 
urethritis  (without  gonococci),  superficial  or  deep- 
seated  o]'  both,  which  may  last  for  months  or  years, 
and  resist  all  forms  of  treatment.  This  catarrhal 
condition  is  dependent  on  the  presence  of  a  small 
round-celled  infiltrate,  usually  localized  anywhere 
from  the  meatus  to  the  prostate,  but  preferably  in- 
OC  ^'olving  the  glands  and  the  tissues  surrounding  them.. 
—  Either  the  superficial  or  the  deep  tissues  or  both  may 
be  involved. 

In  advanced  cases  the  normal  cylindrical  epithelia 
of  the  mucosa  are  replaced  to  a  greater  or  less  degree 
.   by  a  new  deposit  of  partly  keratinized,  horny  epi- 
thelium, which  is  extremely  resistant  to  local  treat- 
ment.     In   other    areas   there   may    be    unhealed 
patches   of   congestion,   excoriation    and    granula- 
tion; these  are  most  usually  found  in  the  middle 
of  the  pendulous  urethra  and  at  the  bulb.     The 
urethral  glands  and  follicles  are  widely  dilated  or 
perhaps  occluded,  forming  many  small  abscesses. 
It  is  here  that  the  latent  attenuated  gonococci  are 
particularly  apt  to  be  found,  aw^aiting  an  oppor- 
tunity to   stir  up   a  new  infection.      From   these 
glands    there    may    come    a    purulent    discharge, 
which  may  constitute  the  only  symptom,  and  which 
may  or  may  not  contain  gonococci.     When  the  infil- 
trate is  deep-seated,  the  urethral  wall  is  thickened 
and  sometimes  perceptibly  rigid,  owing  to  the  ex- 
tensive  connective  tissue  formation.    This  infiltrate 
may  interfere  with  the  erection  of  the  penis,  to  a. 
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greater  or  less  degree.  A  bulbous  bougie  passed  into 
the  urethra  will  reveal  a  more  or  less  distinct  narrow- 
ing of  the  canal  at  the  site  of  these  deep-seated  in- 
filtrates^ which^  as  time  passes^  and  as  the  scar  de- 
posit continues^  become  more  and  more  marked,  and 
eventuate  after  some  time  into  a  callus  or  stricture. 
Fortunately,  all  cases  of  chronic  urethritis  do  not 
result  in  stricture  formation,  but  most  of  them  even- 
tually do. 

Chronic  posterior  urethritis  is  practically  iden- 
tical with  chronic  prostatitis,  and  Avill  be  discussed 
under  that  heading. 

History. — When  a  patient  presents  himself  with  a 
complex  of  symptoms  that  presents  these  features,  we 
are  safe  in  assuming  that  we  have  to  deal  with  a 
chronic  urethritis.  The  previous  sexual  history  of  a 
patient  with  chronic  urethritis  is  of  the  greatest  im- 
portance. It  is  important  to  know  these  points  of 
interest  in  every  case :  The  number  of  attacks,  their 
date  and  the  duration  of  each;  complications,  if  any, 
during  these  respective  attacks;  whether  the  patient 
is  single  or  married,  and  if  the  latter,  how  long 
married,  how  many  children,  if  any,  and  also  the 
condition  of  the  health  of  the  wife. 

For  the  immiediate  attack,  and  the  future  record 
and  past  history  of  the  case,*!  use  a  card  similar  to 
the  one  reproduced  here.  (Fig.  18.)  It  measures 
6  by  7  inches,  and  provides  not  only  for  the  examina- 
tion, but  for  the  future  and  past  venereal  history  oi 
the  patient.  On  the  back  of  the  card,  the  financial 
record  of  the  case  may  be  inscribed.  It  is  also  well 
to  have  on  the  back  of  the  card,  a  diagnostic  sketch  of 
the  prostate  and  seminal  vesicles,  and  the  testes 
(Fig.  19).  Any  deviations  from  the  normal  should 
be  indicated  thereon. 
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URETHRITIS     i^^lc  No Date 19 

Name Address Age 

Duration Number  of  Attack Treatment  (?) OccUpatiori . . . . 

Previous  Attacks    (Duration  )       1st 2d 3d 4th 

!Pro(uM                                                                                                IRRIGATION      TEST 
S*"               Urine  il'^l -   --  1 ^ Frequency|D.,. . . 
Mo.nm6,op                     l2cl...... 2(Con.,oi) 4  M.U Pain..,...iNight. 


( Married 
(Single 


Prostate Vesicles 

Meatus .Testes 

Gonocdcci  ? Epididymitis. 

Chief  Complaint 


Stricture.'' 

.Joint  lesions.' . . 


Other 
■Complications  ■ 


Fig.  18. 


Fig.  19. 


Method  of  Examination. 
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Method  of  Examination. — It  is  well  to  closely  ex- 
amine the  meatus  urinarius.  A  small  meatus  gen- 
erally bodes  no  good,  and  often  acts  as  the  interfering 
factor  in  the  cure  of  acute  urethritis.  If  the  meatus 
is  small,  a  mental  resolve  should  immediately  be 
made  to  perform  a  meatotomy  at  the  first  legitimate 
opportunity.     If    a    discharge  is    present,    a    smear 


Fig.  20.     Washing  the   anterior   urethra. 


should  be  taken  and  submitted  to  microscopic  ex- 
amination. We  now  proceed  to  determine  whether 
the  lesion  is  located  in  the  anterior  or  posterior 
urethra,  or  both.  (This  method  has  been  described 
in  detail  (pages  26-30).  It  is  partly  illustrated  in 
Fig.  20.  The  anterior  urethra  is  washed  out.  and 
the  patient  passes  about  an  ounce  of  urine  in  a  clean 
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glass.  If  the  washings  in  the  lirst  glass  contain  pus 
or  shreds,  and  the  urine  passed  by  the  patient  comes 
out  clear,  we  have  a  chronic  anterior  urethritis  (Fig. 
21).  This  does  not,  however,  eliminate  the  possibil- 
ity of  prostatic  involvment,  for  it  should  be  remem- 


Gl 


G2 


G3 


Fig.  21.     Chronic  anterior  urethritis:  G  1,  turbid  washings  frorn  an- 
terior urethra;  G  2,  control  glass;  G  3,  clear  urine  passed  by  patient. 
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Fig.  22.  Chronic  antero-posterior  urethritis:  G  1,  turbid  washings 
from  anterior  urethra;  G  2,  control  glass;  G  3,  turbid  urine  passed 
by    patient. 
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hered  that  it  is  possible  for  a  patient  to  pass  abso- 
Jiitely  clear  urine  and  still  have  a  chronic  prostatitis 
with  gonococci  and  pus  in  large  quantities.*  If^, 
however,  the  first  washings  contain  pus  or  shreds, 
and  the  urine  passed  by  the.  patient  is  also  turbid,  we 
liave  a  chronic  antero-posterior  urethritis,  with  the 
strong  probabilit}^  of  prostatic  involvment  (Fig.  22). 
If  the  washings  in  the  first  glass  are  perfectly  clear, 
and  the  urine  passed  by  the  patient  is  turbid  or  con- 
tains shreds,  we  have  a  chronic  posterior  urethritis, 
without  anterior  involvment   (Fig.  23). 

Wolbarst  Three-Glass  Catheter  Test. — The  writer 
believes,  in  all  modesty,  that  this  is  the  best  test  by 
which  we  can  separate  mechanically  and  accurately 
the  debris  from  the  anterior  urethra,  posterior 
urethra,  prostate,  and  bladder,  eliminating  all  guess- 
work and  speculation;  and  it  is  extremely  simple. 

The  patient  comes  with  a  full  bladder.  The  an- 
terior urethra  is  washed  out  carefully  until  the  wash- 
ings come  out  clear  (glass  1)  ;  this  gives  us  the  con- 
tents of  the  anterior  urethra.  A  second  washing 
gives  us  a  '^control.'^  A  fine,  soft  catheter  is  now 
inserted  into  the  bladder,  and  some  of  the  bladder 
contents  are  drawn  off  into  glass  2 ;  this  gives  us  the 
bladder  urine.  If  this  urine  is  clear  and  sparkling, 
the  catheter  is  withdrawn,  and  the  patient  passes  a 
small  amount  of  urine  into  glass  3;  this  gives  us  the 
debris  washed  out  from  the  posterior  urethra.  We 
thus  have  the  mechanically  separated  contents  of 
these  three  portions  of  the  urinary  tract.  If  the 
bladder  content  is  not  clear,  when  drawn  in  glass  2, 
the  bladder  is  emptied  via  catheter  in  situ,  carefully 
washed  out  and  filled  with  sterile  water  or  boric  acid 
solution.    The  rest  of  the  test  remains  unchanged. 

*Wolbarst:     Med.  Rec,  Aug-.  21,  1909. 
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For  the  prostate^,  another  glass  is  added.  The  pros- 
tate and  vesicles  are  carefully  massaged  and  stripped, 
and  the  remaining  urine  or  bladder  solution  is 
passed  into  glass  4;  this  gives  us  any  pus  that  may 
have  been  expressed  from  the  prostate  by  massage. 
This  test  has  been  found  accurate  and  sufficient  for 
all  purposes,  to  determine  the  origin  of  pus  or  shreds 
as  between  the  anterior  urethra,  posterior  urethra, 
bladder  and  prostate. 

Examination  of  the  Prostate. — The  prostate 
should  now  be  examined  to  determine  the  presence 
or  absence  of  disease.  This  is  a  very  important  step 
in  the  diagnosis,  and  should  be  done  with  the  great- 
est care  and  accuracy.  It  goes  without  saying  that 
the  surgeon  should  be  able  to  distinguish  between  the 
normal  and  pathologic  prostate.  To  describe  this 
difference  is  next  to  impossible;  the  organ  must  be 
felt  in  health  and  in  disease  in  order  that  variations 
from  the  normal  may  be  recognized.  It  is  better  for 
obvious  reasons,  that  the  bowel  be  emptied  at  least 
several  hours  before  the  examination  is  to  be  made. 
The  position  of  the  patient  is  also  important.  Some 
surgeons  prefer  the  gynecologic  position,  but  this 
position,  in  spite  of  some  advantages,  has  not  com- 
m_ended  itself  to  most  practitioners.  I  prefer  to 
examine  with  the  patient  in  the  semi-erect  position 
(Fig.  24),  the  body  flexed  on  the  thighs,  the  arms 
resting  on  a  chair  in  front  of  him.  The  bladder 
should  be  tolerably  full.  The  surgeon's  examining 
arm  should  be  in  a  direct  line  with  the  antero- 
posterior axis  of  his  body,  the  elbow  resting  snugly 
in  the  corresponding  groin,  so  that  the  weight  and 
force  of  his  body  may  be  utilized  in  advancing  the 
finger  as  far  forward  as  necessary.  The  surgeon's 
free  hand   should   he   applied  to  the  corresponding 
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Fig.  23.     Chronic  posterior  urethritis:  G  1,  clean  washings  from  an- 
terior urethra;  G  2,  control  glass;  G  3,  turbid  urine  passed  by  patient. 


Fig.  24.     Correct  attitude  in  examining  the  prostate. 


112 


Gonorrhea  in  the  Male. 


groin  of  the  patient,  and  moderate  pressure  applied 
to  the  abdominal  muscles.  This  helps  to  bring  the 
vesicles  nearer  to  the  examining  fmger,  and  at  the 


Fig.  25.     Showing  tip  of  finger  in  contact  with  the  prostate. 


same    time    acts    as    a  support    in    those    instances 
in  which  the  patient  feels  faint  and  is  about  to  fall 
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forward.     The  surgeon  should  wear  a  thin,  close- 
fitting  rubber  glove,  or  a  surgical  finger  cot.* 

For  lubricating  the  examining  finger,  nothing  is 
better  than  one  of  the  Irish  moss  preparations,  put  up 
in  collapsible  vials.  The  hairs  about  the  anus  are 
separated,  and  the  index  finger  of  the  examining 
hand  gently  yet  quickly  inserted  through  the  anal 
sphincter  into  the  rectum.  The  prostate  is  readily 
identified,  except  in  those  very  rare  instauces  in 
which  it  is  extremely  small,  or  situated  so  far  forward 
as  to  be  beyond  the  reach  of  a  short  finger  (Figs. 
-M  and  25). 

With  the  patient  in  the  semi-erect  position,  the 
prostate  is  normally  appreciated  by  the  palmar  sur- 
face of  the  finger  as  a  somewhat  flattened  spherical 
mass,  about  two  inches  in  transverse  diameter,  and 
divided  into  two  lobes  laterally  by  a  more  or  less  dis- 
tinct groove  or  depression  running  antero-posteriorly. 
formally  the  finger  can  be  carried  around  the  mar- 
gin of  the  organ,  from  base  to  apex  (the  base  being 
above,  the  apex  below)  on  one  side,  and  then  on  the 
opposite  side,  and  finally  antero-posteriorly  between 
the  two  lobes,  to  determine  the  presence  or  absence 
of  the  interlobar  groove.  This  sweep  of  the  finger  is 
of  great  importance;  it  tells  us  whether  the  organ 
is  small,  normal  or  large,  either  as  a  whole  or  as  to 
its  respective  lobes;  it  also  tells  us  whether  there 
exists  a  periglandular  inflammation  marked  by  the 
presence  of  exudate  and  adhesions  to  adjacent  tissues 
and  structures.  If  the  circumference  cannot  be  dis- 
tinctly outlined  by  the  finger  as  it  sweeps  around  the 


♦Valentine  and  Townsend  recommend  the  use  of  a 
fing-er  varnish,  instead  of  the  g-love  or  cot.  This  varnish 
is  made  as  follows:  Copal,  2.0;  Venetian  turpentine.  4.0; 
sulfuric  ether,  100.0;  collodion,  100.0;  acetone,  8.0.  This 
varnish  can  be  scrubbed  off  with  soap  and  hot  water. 
(N.  Y.  Med.  Record,  June  29,  1907.) 
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organ^  we  may  take  it  for  granted  that  the  organ  is 
enlarged,  and  that  exudation  has  taken  place  around 
and  about  it.  We  now  investigate  the  organ  proper 
for  evidence  of  hard  or  soft  areas,  nodules,  areas  of 
tenderness,  pulsation  and  fluctuation. 

Seminal  Vesicles. — While  making  note  of  the  con- 
dition of  the  prostate,  the  seminal  vesicles  should 
also  be  examined.  As  a  rule,  they  will  be  found 
enlarged  in  sympathy  with  the  inflammation  in  the 
prostate.  In  the  average  case,  the  vesicles  are  felt, 
emerging  from  either  side  of  the  prostate,  as  a  thick 
hard  body,  standing  out  boldly  in  outline  or  as  a 
part  of  the  general  mass  of  adhesions.  More  often, 
we  feel  the  extremity  of  the  vesicles — one  or  both- 
hanging  free  in  the  pelvis,  and  appreciable  to  the 
examining  finger  as  a  round,  semi-solid  mass,  about 
the  size  of  a  hazel  nut,  susjDended  from  above,  moving 
freely  and  slipping  away  from  the  finger  on  the 
slightest  contact.  Where  considerable  exudation  hai> 
taken  place,  the  vesicles  seem  to  be  fused  into  one 
solid  mass  with  the  prostate,  losing  their  identity  to 
a  greater  or  less  degree. 

Microscopic  Examination. — The  anterior  urethra 
having  been  thoroughly  cleansed,  the  prostate  and 
vesicles  are  carefully  massaged  and  stripped,  and 
the  expressed  contents  caught  on  a  clean  glass  slide 
as  they  flow  from  the  urethra.  The  slide  is  held 
directly  under  the  meatus,  either  by  the  patient,  or 
with  the  non-examining  hand  of  the  surgeon.  This 
step  is  of  the  greatest  importance,  for  in  the  ulti- 
mate analysis  the  crux  of  the  entire  subject  of 
chronic  urethritis  is  to  be  found  in  the  microscopic 
study  of  these  organs.  This  specimen  is  to  be 
thoroughly  examined  for  gonococci  and  pus  cells — 
and  I  might  add,  in  passing,  that  a  conscientious 
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search  will  give  a  positive  finding  in  a  surprisingly 
large  proportion  of  cases  where  they  were  least  ex- 
pected. 

The  patient  urinates  again^  or  if  he  has  no  urine, 
the  bladder  is  filled  with  a  bland  antiseptic  fluid, 
such  as  boric,  protargol  1-1000  or  argyrol  1-500. 
The  fluid  passed  by  the  patient  will  quite  likely 
contain  clumps  of  pus  and  epithelia,  in  which  the 
gonococci  are  usually  present  (Fig.  26).  The 
urine  is  much  more  cloudy  than  when  it  was  passed 
before  massage.  It  is  well  to  study  the  amount  and 
character  of  the  material  expressed  by  the  massage, 
as  also  of  the  fluid  passed  by  the  patient,  for  they 
give  us  a  fairly  definite  clue  to  the  conditions  pre- 
vailing in  the  prostate  and  vesicles.  In  general, 
very  little  material  is  expressed  from  the  hard 
fibrous  prostate  in  spite  of  the  most  vigorous 
massage.  When,  however,  the  organ  is  soft  and 
congested,   large   quantities   of   prostatic   fluid   can 
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Fig.  26.  Four-glass  irrigation  test  in  chronic  posterior  urethritis 
involving  the  prostate:  G  1,  washings  from  anterior  urethra;  G  2, 
control  glass;  G  3,  urine  passed  before  massage ;  G  4,  urine  passed 
after   massage. 
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be  expressed  witli  slight  effort,  and  in  ease  of  ex- 
treme congestion,  in  which  the  organ  is  large,  soft, 
ilabb}^  and  atonic,  the  mere  impact  of  the  finger 
against  the  surface  of  the  organ  is  sufficient  to 
cause  a  profuse  flow  of  fluid  to  the  meatus  and 
upon  the  slide.  The  same  is  true  to  some  degree 
of  the  vesicles.  It  should  be  borne  in  mind,  in  this 
connection,  that  it  is  practically  impossible  to  ob- 
tain separate  prostatic  and  vesicular  contents  by 
massage  or  otherwise,  in  spite  of  the  various  meth- 
ods that  have  been  devised  for  this  purpose. 

In  those  cases  in  which  it  is  impossible  to  obtain 
prostatic  fluid  and  vesicular  fluid  by  massage,  the 
best  we  can  do  is  to  have  the  patient  urinate  im- 
mediately after  the  massage,  and  the  urine  thus 
passed  is  centrifuged  and  submitted  to  microscopic 
examination.  This,  however,  is  not  as  satisfactory 
or  trustworthy  as  the  examination  of  the  expressed 
massage  fluid. 

It  will  be  found  that  in  a  fairly  large  number  of 
patients  with  symptoms  of  chronic  urethritis,  but 
who  neverthess  pass  clear  urine,  careful  massage 
of  the  prostate  and  vesicles  and  microscopic  study 
of  the  expressed  contents  will  reveal  the  presence 
of  pus  cells  and  gonocoeci,  thus  disclosing  the  cause 
of  the  chronicity  and  the  recurrences.  Frequently 
the  gonocoeci  are  not  found  after  a  large  number 
of  examinations,  and  we  know  that  we  have  to  deal 
with  a  simple  nonspecific  catarrhal  condition.  The 
microscope  will  show  the  presence  of  pus  cells, 
epithelial  detritus,  and  bacteria  of  various  kinds, 
most  often  streptococci  and  sometimes  staphylo- 
cocci. A  diagnosis  of  chronic  prostatitis  and 
vesiculitis  should  not  be  made  positively  unless  the 
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microscope  shows  the  presence  of  pus  cells,  opithelia 
and  bacteria. 

Examination  of  the  Urethra. — Having  com])leted 
our  examination  of  the  prostate  and  vesicles,  the 
next  step  toward  making  our  diagnosis  is  to  de- 
termine the  condition  of  the  urethral  mucous  mem- 
brane, especially  with  reference  to  the  presence  or 
absence  of  infiltrations  and  strictures.  My  routine 
practice  is  to  use  the  urethroscope  for  the  former 
and  the  Otis  urethrometer  (Fig.  27)  for  the  latter. 

The  dilating  extremity  of  the  urethrometer  is 
protected  by  a  rubber  cover,  and  before  being  in- 


FlG.  27.     Otis  Urethrometer. 


serted  into  the  urethra  the  latter  should  be  tested 
by  quickly  expanding  the  extremity  to  its  maximum 
extent  (45  French).  This  insures  the  trustworthi- 
ness of  the  rubber  cover.  The  instrument  is  steril- 
ized, cover  and  all,  and  introduced  gently  down  to 
the  deep  urethra,  the  bulb  being  at  its  minimum 
(15  French).  This  dilatable  bulb  is  now  expanded 
by  turning  the  revolving  cap  up  to  30  French,  as 
per  index,  and  the  instrument  gently  drawn  forward 
toward  the  meatus  (Fig.  28).  Any  infringement 
on  the  urethral  caliber  is  made  evident  by  an  in- 
terference, greater  or  less,  with  the  passage  of  the 
instrument.     If  the   instrument,   keyed   up   to   30 
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French,  passes  from  the  urethral  bulb  to  the  meatus 
without  interference,  we  can  safely  eliminate  the 
presence  or  even  the  possibility  of  a  stricture  in  the 
anterior  portion  of  the  urethra.  For  the  examina- 
tion of  the  deeper  parts,  a  blunt  sound,  28  French 
caliber,  should  be  passed  down  into  the  bladder.     It 


Fig.  28.    The  Otis  Urethrometer  in  position. 


the  meatus  is  too  small  to  admit  so  large  a  sound, 
ii  should  be  enlarged.  There  is  no  good  substitute 
for  this  procedure.  If  the  sound  passes  into  the 
bladder  without  difficulty,  the  possibility  of  a  deep- 
seated  stricture  may  be  eliminated.  The  examina- 
tion should  be  followed  by  an  intra-vesical  irriga- 
tion. Of  course,  it  goes  without  saying  that  both 
of  these  procedures  require  the  utmost  gentleness 
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and  refinement  of  technic;  otherwise  their  useful- 
ness as  diagnostic  aids  is  not  alone  destroyed,  but 
they  accomplish  positive  damage.  This  is  true  of  all 
urethral  instrumentation. 

The  final  step  in  the  diagnosis  of  chronic  ure- 
thritis brings  into  use  the  urethroscope.  This 
gives  us  the  last  word  on  the  subject,  at  least  as 
far  as  the  anterior  urethra  is  concerned.  The 
technic  is  extremely  simple.  Eeading  and  inter- 
preting the  findings  are  not  so  easy,  however.  For 
general  use  I  prefer  the  Chetwood  instrument. 
The  tube  and  its  obturator  are  sterilized,  the 
size  selected  being  the  largest  that  will  comfortably 
pass  through  the  meatus.  If  the  urethra  is  found 
to  be  especially  sensitive,  it  is  well  to  anesthetize  it 
with  a  1  or  2  per  cent,  solution  of  coeain,  or,  better 
stiU,  a  i  per  cent,  solution  of  alypin.  The  instru- 
ment is  slightly  lubricated  and  gently  inserted  into 
the  canal  down  to  the  bulb  (Fig.  29).  The  ordi- 
nary straight  tube  should  never,  under  any  circum- 
stances, be  passed  into  the  deep  urethra,  because 
the  amount  of  hemorrhage,  distortion,  and  dam- 
age to  the  canal,  caused  by  the  instrument,  is  far 
greater  than  any  practical  results  derived  from  it. 

Having  reached  the  bulb,  the  obturator  is  now 
withdrawn,  the  mucous  membrane  is  lightly  swabbed 
with  dry  cotton  at  the  end  of  a  cotton  applicator, 
and  the  lamp  carrier  inserted  (Fig.  30).  Examina- 
tion of  the  canal  is  made  by  slowly  withdrawing  the 
tube,  and  studying  the  mucous  membrane  as  it  re- 
cedes from  the  end  of  the  tube,  in  the  same  man- 
ner as  one  would  study  the  changing  landscape  from 
the  observation  platform  of  a  fast-moving  train 
(Fig.  31).  Every  portion  of  the  mucous  membrane 
is  thus  made  visible,   and  the  minutest  pathologic 
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changes  can  be  noted.  Tlie  instrument  is  finally 
witlulrawn,  and  the  canal  cleansed  with  a  mild  anti- 
septic. 

The  normal  and  pathologic  appearances  to  be  ob- 
served with  the  aid  of  this  instrument  have  been 
s<i  cloai'ly  vet  briet].y  described  by  Casper*  that  I 
have  taken  the  liberty  of  quoting  his  words  on 
the  subject : 


Fig.  29.     Inserting  the  urethroscope. 


■'In  normal  cases  the  following  picture  is  pre- 
sented :  At  the  end  of  the  tube  a  tunnel  is  seen 
whose  l)ase  is  formed  by  the  edge  of  the  tube,  its 
npe.x  being  further  back,  and  its  sides  being  formed 
by  the  walls  of  the  urethra  (Gruenf eld's  central 
ligure).      If  the  tube  lies  in  the  long  axis   of  the 


*Casper:       "Text     Book     of    Genito-Urinary     Diseases,' 
Eng-lisli   translation  by  C.   W.  Bonney,  pp.   20-24. 
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urethra,  this  central  figure  will  form  the  center  of 
the  urethroscoi^ic  picture,  having  the  form  of  a 
fossette  in  the  deeper  portions,  and  becoming  a 
mere  fissure  at  the  meatus.  The  wall  of  the  tunnel 
is  formed  by  the  walls  of  the  urethra,  upon  which 
the  color,  lustre,  duplicature  and  striation  of  the 
mucous  membrane  are  to  be  observed. 

"In  almost  all  parts  of  the  urethra  the  normal 


Fig.  30.     Inserting  lamp-carrier  into  the  tube. 

color  is  white  or  yellowish  white,  permeated  by  a 
peculiar  shade  of  dark  red,  which  is  most  intense 
at  and  behind  the  bulb,  the  color  becoming  lighter 
and  lighter  as  the  meatus  is  approached;  in  the 
middle  of  the  urethra  it  is  yellowish  red  in  hue, 
while  at  the  fossa  navicularis  and  external  orifice 
it  is  pale  yellow  or  white. 

"The  lustre  of    the  normal    mucosa    is    uniform 
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throughout,    its    upper    surface    appearing    moist, 
shiny  and  smooth. 

"When  at  rest  the  walls  of  the  urethra  lie  in 
contact  with  one  another  in  the  form  of  longi- 
tudinal folds;  if  a  tube  be  introduced,  the  folds 
assume  a  radiate  arrangement,  for  the  reason  thai 


Fig.  31.     Instrument    slowly    withdrawn    and     mucous    membrane 
studied. 

the  tube  lies  perpendicularly  to  a  cross-section  of 
the  canal.  The  radiations  vary  according  to  the 
size  of  the  instrument  which  is  inserted;  the  smaller 
the  tube,  the  greater  the  number  of  plications,  and 
vice  versa,  as  pressure  of  the  tube  against  the 
urethra  obliterates  them. 

"Tn  the  spaces  between  these  folds,  striations  vary- 
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ing  in  color  from  pink  to  deep  red  are  seen,  radiating 
from  the  periphery  to  the  center  the  same  as  the 
folds  themselves.  The  striations  are  caused  by 
blood-vessels  in  the  submucosa.  If  the  tube  be 
pressed  against  one  of  the  urethral  walls,  it  will  be 
easily  recognized  that  these  striations  are  not  exactly 
straight  lines ;  they  may  also  be  obliterated  by  central 
pressure. 

"Finally,  the  lacunge  of  Morgagni,  from  six  to 
twelve  in  number,  may  be  observed  as  fine  longitud- 
inal depressions. 

"Several  forms  of  chronic  urethritis  may  be  dif- 
ferentiated  by  means  of  the  urethroscope,  a  fact 
which  is  of  some  importance  in  regard  to  treatment. 
We  have  long  been  familiar  with  the  sharply  defined 
circumscribed  areas  of  hyperemia  first  described  by 
Fiirstenheim,  which  occur  in  different  parts  of  the 
penile  urethra,  and  also  with  the  granular  patches  of 
urethritis  granulosa,  which  are  dark  red  or  black  in 
color,  resembling  those  seen  in  trachoma. 

"Small  celled  infiltrations  affect  circumscribed 
areas  of  the  submucosa  to  greater  or  less  extent,  some- 
times penetrating  as  deep  as  the  corpora  cavernosa. 
A  part  of  the  infiltrate  becomes  converted  into  em- 
bryonic connective  tissue,  which  in  turn  develops  into 
scar  tissue.  As  a  result  of  the  alterations  the  ap- 
pearance of  the  surface  becomes  changed.  The 
mucosa  being  poorly  nourished,  looks  pale,  and  in 
the  worst  cases  has  a  sinewy  white  hue,  the  epithelial 
cells  die  and  become  stratified,  as  a  result  of  which 
the  lustre  of  the  mucosa  is  lost.  The  thickening  of 
the  mucosa  prevents  the  formation  of  folds,  or  at 
least  greatly  reduces  their  number.  The  striations 
are  not  so  well  marked  and  at  times  seem  entirely 
wantino-. 
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"In  other  cases  these  changes  are  not  very  ap~ 
parent,  glandular  affections  dominating  the  nrethro- 
scopic  picture.  We  are  indebted  to  Oberlander  for  a 
thorough  study  of  these  glandular  forms  of  urethritis. 
The  infiltrate  attacks  Littre's  glands,  some  of  which 
have  their  orifices  on  the  surface  of  the  urethra,  while 
others  empty  into  the  lacunse  of  Morgagni. 

"Under  normal  conditions  Littre's  glands  cannot 
be  seen,  but  when  they  become  inflamed  they  show 
as  small,  round,  dark  red  depressions  about  as  large 
as  the  head  of  a  pin,  while  Morgagni's  crypts  are  long 
slit-like  openings  with  everted,  deep  red  edges.  When 
pressed  upon  by  the  tube,  they  gape  so  that  the  point 
of  a  small  sound  may  be  pushed  into  them.  These 
glandular  changes  are  usually  associated  with  more 
diffuse  infiltrations  of  the  submucous  tissue." 

At  this  writing  a  new  urethrocystoscope  is  being 
perfected  by  Dr.  Leo  Buerger,  my  chief  of  clinic  at 
the  West  Side  German  Dispensary  and  Hospital. 
Experimental  use  of  this  instrument,  indicates  that  a 
more  perfect  view  of  the  anterior  and  posterior 
urethras  is  made  possible,  than  by  any  other  method 
hitherto  employed.     (See  page  136.) 

Having  completed  our  examination,  we  are  now 
ready  to  summarize  our  findings  and  determine  the 
nature  of  the  trouble  and  where  it  lies.  Briefly,  the 
irrigation  test  tells  us  whether  we  have  an  anterior 
or  posterior  urethritis  to  deal  with ;  examination  per 
rectum  tells  u.s  whether  the  prostate  and  annexa  are 
mvolved;  massage  of  the  prostate  and  vesicles  and 
the  microscopic  examination  of  their  secretion  tell 
us  whether  these  organs  are  harboring  latent  gono- 
cocci;  the  urethrometer  tells  ns  if  5^nchtre  and  infil- 
tration are  present,  and  lastly,  the  urethroscope  shows 
us  the  lesions  themselves.     With  these  data,  a  correct 


Treatment:  Chronic  Urethritis.         125 

diagnosis  of  the  most  obstinate  case  of  chronic 
urethritis  should  be  possible  to  the  careful  examiner. 

Treatment. — In  the  consideration  of  the  treatment 
of  chronic  urethritis  we  should  never  lose  sight  of 
one  fact,  namely,  the  absolute  necessity  of  a  correct 
determination  of  the  exact  seat  of  the  trouble.  Once 
the  locale  of  the  disease  is  established,  the  treatment 
of  this  obstinate  and  wearying  condition  becomes 
more  hopeful  of  ultimate  success;  most  failures  ara 
due  to  the  treatment  being  misdirected  and  misap- 
plied, because  of  failure  to  know  exactly  where  the. 
disease  lies  and  what  is  its  nature. 

When  therefore  a  patient  presents  himself  with  a 
history  of  urethritis  lasting  two  or  three  months,  or 
longer,  we  determine  by  appropriate  tests  these  facts : 
is  the  anterior  or  posterior  urethra — or  are  they 
both  involved?  Are  gonococci  present?  To  what 
extent  are  the  jDrostate  and  seminal  vesicles  in- 
volved? Is  there  any  evidence  of  stricture  forma- 
tion? These  questions  having  been  answered,  we 
may  now  divide  our  cases  into  three  important  divi- 
sions—  (1)  chronic  anterior,  (2)  chronic  posterior^ 
and  (3)  chronic  antero-posterior  urethritis,  and  we 
treat  our  patient  in  accord  with  the  conditions  as  we? 
find  them. 

General  Treatment. — The  hygienic  and  dietetic 
regimen  imposed  at  the  beginning  of  an  attack  of 
urethritis  should  be  continued  to  its  end.  Exceptions; 
can  be  made,  however,  in  the  matter  of  diet.  I  be- 
lieve it  is  well  to  allow  the  patient  to  return  to  his. 
regular  diet,  cutting  off  of  course  alcoholics  and 
sexual  irritants.  To  keep  a  man  for  many  months  on 
a  restricted  diet  is  not  conducive  to  his  well-beings 
and  I  believe  it  has  a  contributory  tendency  to  the 
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development  of  many  of  the  neurasthenic  conditions 
that  appear  with  chronic  urethritis. 

If  we  are  satisfied  after  thorough  examination  that 
gonococci  are  absent,  or  so  attenuated  as  to  cause  no 
apprehension,  we  ma}^  allow  the  patient  a  little  wine 
with  his  meals,  if  he  relish  it,  preferably  claret,  which 
is  said  to  enjoy  marked  astringent  properties.* 

For  internal  medication  we  use  the  same  remedies 
as  those  emploj^ed  in  the  acute  stages,  with  the  addi- 
tion of  the  balsams  and  their  modifications.  The 
best  of  these  is  santal  oil,  in  ten  minim  doses;  but 
this  oil  is  very  often  annoying  because  of  the  gastric 
irritation  which  it  causes.  Santyl  (Knoll)  is  a  mod- 
ified santal  oil,  which  enjoys  the  advantage  of  not 
being  irritant  to  the  stomach.  For  some  cases  1 
know  of  nothing  more  satisfactory  than  the  old-fash- 
ioned Mistura  Lafayette.  This  preparation  has  been 
effective  in  cases  where  all  other  treatment — internal 
and  local — has  failed  to  produce  results.  I  have  beeii 
experimenting  with  arhovin,  and  find  it  soothing  and 
well  tolerated  by  the  most  sensitive  stomach. 

Chronic  Anterior  Urethritis. 

Having  determined  by  the  methods  of  examina- 
tion previously  described,  that  the  anterior  urethra 
is  alone  (or  principally)  affected,  we  should  first 
eliminate  the  presence  of  a  stricture.  It  is  my  prac- 
tice to  use  the  Otis  urethrometer  for  this  diagnostic 
purpose  (Fig.  17).  It  is  inserted  down  to  the  deep 
urethra,  and  the  bulb  dilated  up  to  No.  30  French. 
If  the  urethra  shows  no  obstruction  to  its  passage 

*Recently  a  man  was  referred  to  me  with  a  chronic 
g-onorrhea  of  many  years'  standing-,  whose  only  treatment 
for  the  last  six  months  was  a  urethral  injection  of  claret 
three  times  daily.  This  was  prescribed  by  his  attending- 
physician. 
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when  thus   dilated^   I   am  certain  that  there   is  no 
stricture  in  the  anterior  urethra. 

The  local  treatment  depends  on  the  presence  or 
absence  of  gonococci  in  the  discharge  or  in  the 
urinary  shreds.  If  gonococci  are  present  we  must 
continue  the  use  of  the  silver  preparations,  which  are 
so  successfully  employed  in  the  acute  and  subacute 
stages,  particularly  protargol,  argyrol,  and  nargol. 
These  are  injected  into  the  urethral  canal  with  the 
small  hand-syringe,  and  retained  about  ten  minutes. 
The  strength  should  be  double  that  used  in  the  acute 
stage — protargol  1  to  2  per  cent. ;  argyrol,  5  to  10  per 
cent. ;  nargol,  2  per  cent. ;  and  they  should  be  admin- 
istered not  more  often  than  two  or  three  times  dur- 
ing the  day.  If  there  are  sig-ns  of  reaction  or  irrita- 
tion, the  strength  of  the  solution  should  be  furtlier 
reduced  to  that  point  where  it  gives  no  pain  or  great 
discomfort ;  so  long  as  gonococci  can  be  demonstrated, 
astringents  should  never  be  employed.  It  is  only 
when  we  feel  certain  that  the  condition  is  purely 
catarrhal  and  that  there  are  no  more  gonococci  to 
reckon  with,  that  we  are  justified  in  resorting  to 
astringent  injections.  Among  these,  the  favorite  is 
zinc  sulfate  solution  one-half  per  cent,  strength.  This 
may  be  combined  in  various  ways.  A  very  popular 
astringent  injection  is  made  up  as  follows : 

I^     Zinci  sulfat.  gr.  vi 

Liq.  plumbi  subacet.  dilut.  5iii     M. 

Another : 

I^     Zinci  sulfat.  gr.  vi 

Bismuth  subnitrat. 

Pulv.  acacise  aaSi 

Aquse  q.  s.  ad.     §iii     M. 
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Ultzmann  recommends: 

]^     Zinci  sulfat. 
Acidi  caxbolici 

Alum  aa  gr.  iss 

Aq.  dest.  adgiii.     M. 

Considerable  satisfaction  is  sometimes  found  in 
the  use  of  thallin  sulfate  solution,  1  per  cent.,  which 
can  be  gradually  increased  in  strength.  This  remedy 
is  non-irritant,  soothing,  astringent  and  antiseptic. 
It  often  diminishes  the  discharge  and  reduces  the 
inflammation  in  a  short  time.  Potassium  perman- 
ganate, 1 :5000,  will  also  be  found  useful  at  times. 

When  the  inflammation  is  rather  superficial  than 
deep-seated,  irrigations  will  often  be  found  better 
than  the  hand  injections.  We  may  use  for  this  pur- 
pose permanganate  of  potassium,  1 : 40 00,  protargol, 
1 :1000,  oxycyanid  of  mercury  1 :4000,  or  bichlorid  of 
mercury  1 :20,000. 

Some  prefer  the  old-fashioned  silver  nitrate  used 
as  a  hand  injection  in  a  1-10,000  solution,  gradually 
increased  up  to  1 :1000.  These  solutions  are,  how- 
ever, quite  painful  and  irritating,  and  it  is  difficult 
to  see  what  good  they  accomplish  that  cannot  be  at- 
tained by  the  use  of  the  new  and  painless  silver 
preparations.  Some  give  the  silver  nitrate  in  alterna- 
tion with  an  astringent,  the  latter  being  used  to 
control  the  discharge  and  diminish  the  irritation 
caused  by  the  silver. 

AVhere  there  is  a  tendency  to  infiltration  deposits, 
the  steel  sound  should  be  employed  once  or  twice 
weekly,  using  the  largest  size  that  can  be  accepted 
with  toleration;  the  passage  of  the  sound  should 
always   be    followed   by   an   antiseptic   injection    or 
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irrigation.    But  tlie  sound  should  never  be  used  while 
gonococci  or  free  pus  are  found  in  the  discbarges. 

In  combination  with  these  measures,  the  urethro- 
scope should  be  employed;  the  diseased  areas  are 
isolated  and  "touched  up"  with  silver  nitrate  solu- 
tion 10  per  cent,  strength,  applied  on  a  cotton  car- 
rier (Figs.  29,  30,  31).  Electrolysis  is  sometimes 
useful  in  these  conditions,  but  this  method  of  treat- 
ment should  be  reserved  as  a  last  resort  for  those 
cases  that  do  not  respond  kindly  to  the  usual  methods. 

Chronic  Posterior  Urethritis  (Prostatitis)  . 

When  we  have  mastered  the  treatment  of  chronic 
catarrh  of  the  posterior  urethra,  we  have  attained  an 
enviable  command  over  one  of  the  most  diflQcult  and 
rebellious  of  human  ailments.  With  few  exceptions, 
the  deep  urethra  shares  with  the  anterior  portion  of 
the  canal  in  the  catarrhal  process,  and  no  case  should 
be  dismissed  as  cured  without  a  careful  survey  of  the 
deep  urethra  and  a  thorough  examination  of  its 
adnexa. 

Here,  too,  we  designate  a  deep  and  a  superficial 
t3^pe  of  inflammation.  Por  the  superficial  type  of 
chronic. inflammation  the  irrigations  mentioned  above 
will  be  found  of  the  highest  value,  especially  where 
gonococci  are  present.  For  this  condition  nothing  is 
better  than  irrigations  with  silver  nitrate,  1-10,000. 
I  have  found,  however,  that  an  anterior  injection  of 
one  of  the  mild  silver  salts  will  often  control  an  ac« 
tive  posterior  urethritis,  at  times  even  more  quickly 
and  satisfactorily  than  the  irrigations.  As  has  been 
previously  described,  the  urethra  may  be  filled  with 
the  solution,  which  is  then  massaged  gently  down 
into   the   deeper  portions   of   the   canal    (Fig.    11). 
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When  the  urine  shows  considerable  pus,  either  the 
irrigations  or  the  hand  injection  should  be  used.  As 
soon,  however,  as  the  urine  clears  up,  and  shreds  take 
the  place  of  pus,  we  resort  to  the  use  of  instillations. 
They  are  to  be  used  carefully  and  gently,  as  they 
are  capable  of  doing  much  harm  otherwise.  The 
deep  urethral  syringe  (Keyes-Ultzmann)  (Fig.  32) 
is  used,  the  nozzle  made  of  silver  or  hard  rubber, 
attached  to  a  small  syringe,  which  holds  about 
30  minims. 

The  tip  of  the  instrument  is  inserted  down  into 
the  membranous  urethra,  and  the  solution  slowly  and 
gently  injected.  After  filling  the  posterior  sinus,  the 
fiuid  flows  backward  into  the  bladder  and  may  be 
retained  and  passed  out  voluntarily  by  the  patient. 
It  is  well  that  the  bladder  be  emptied  previous  to  an 
instillation,  so  as  to  get  the  full  benefit  of  the  fluid 
on  the  bladder  neck. 

The  most  useful  and  commonly  employed  solution 
for  instillation  purposes  is  the  nitrate  of  silver,  in 
from  one-half  to  tw^o  per  cent,  strength.  Soon  after 
the  instillation  there  is  a  feeling  of  smarting  and 
burning  in  the  deep  urethra,  which  is  associated  with 
an  imperative  demand  for  the  emptying  of  the  blad- 
der. This  sense  of  burning  and  discomfort  may  be 
kept  up  for  several  hours,  during  which  time  the 
patient  has  a  continual  desire  to  urinate,  associated 
very  often  with  reflex  movements  of  the  bowels.  The 
instillation  is  given  every  two  or  three  days,  and  the 
strength  may  be  gradually  increased,  but  not  stronger 
than  3  or  4  per  cent. 

If  the  pain  after  an  instillation  is  inordinately 
great  and  unbearable — and  this  happens  often  in 
men  who  cannot  stand  much  pain  or  discomfort — I 
find  that  immediate  relief  can  be  obtained  bv  an  in- 
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stillation  or  bladder  irrigation  of  normal  salt  solu- 
tion. But  this  should  not  be  administered  until 
sufficient  time  has  elapsed  for  the  silver  to  have  be- 
come effective. 

Of  late  years  there  has  been  a  strong  tendency  to 
substitute  for  silver  nitrate  some  of  the  new  silver 
salts,  especially  protargol;  this  preparation  is  em- 
ployed in  strengths  varying  from  2  to  10  per  cent. 
(Keyes  mentions  having  used  it  as  high  as  40  per 
cent,  in  strength).  It  is  far  less  irritant  than  the 
silver  nitrate,  and  is  often  equally  effective.  This 
preparation  has  enjoyed  a  wide  and  deserved  popu- 
larity as  a  substitute  for  the  silver  nitrate  in  chronic 
urethral  catarrh.  Argyrol  is  not  so  effective,  in  my 
experience,  in  chronic  urethritis  as  in  the  acute 
stages.  It  is  employed  in  from  10  to  40  per  cent, 
strength,  and  has  the  questionable  advantage  of 
being  practically  devoid  of  irritant  properties. 

Copper  sulfate  is  sometimes  used,  beginning 
with  a  1 :500  solution  and  gradually  working  up  to 
1 :50  or  even  stronger.  It  is  especially  serviceable 
in  the  mild  catarrhal  cases,  those  in  which  gono- 
cocci  have  long  disappeared. 

More  effective,  however,  is  the  sulfate  of  thallin. 
This  may  be  used  in  instillation  from  2  per  cent, 
gradually  increased  to  12  or  15  per  cent,  in  strength, 
and  is  particularly  useful  where  the  patient  is  very 
sensitive  and  hyperesthetic.  In  mild  cases  it  acts 
exceedingly  well,  and  it  is  often  found  advantageous 
in  preparing  the  way  for  the  stronger  silver  nitrate 
solution. 

These  irrigations  and  instillations  are  curative 
when  used  alone  only  in  those  exceptional  cases  of 
superficial  catarrh  of  the  deep  urethra  in  which 
the  prostate  and  the  seminal  vesicles  are  not  much 
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involved.  In  the  average  case — and  more  properly 
speaking  perhaps,  in  every  case — these  organs  are 
more  or  less  seriously  involved  in  the  inflamma- 
tory process,  and  unless  careful  attention  is  given 
to  their  treatment,  all  our  efforts  are  doomed  to 
be  in  vain.  We  should  always  remember  the  ana- 
tomic structure  of  the  prostate,  and  the  pathologic 
conditions  following  an  invasion  of  the  organ  by  the 
gonococci.  Two  cardinal  methods  of  treatment  are 
at  our  disposal,  and  the  judicious  use  of  them  means 
a  cure  in  otherwise  non-curable  cases. 

The  primary  indication  is  to  massage  the  prostate 
and  its  adnexa;  the  next  is  to  use  rectal  irrigations, 
and  thus  apply  heat  or  cold,  as  the  indications  may 
warrant,  to  these  organs.  It  goes  without  saying 
that  the  more  serious  the  involvment  of  the 
prostate,  the  greater  is  the  need  of  these  measures. 
Massage  is  done  by  the  surgeon  or  a  trained 
masseur,  but  it  is  best  done  by  the  surgeon  himself. 
The  greatest  care  must  be  taken  not  to  exert  too 
much  force  and  pressure  in  the  manipulation,  for 
otherwise  it  is  likely  that  an  acute  inflammation  of 
the  prostate  may  result.  I  have  also  seen  several 
instances  in  which  an  acute  epididymitis  developed 
in  a  day  or  two  after  the  massage  of  the  prostate 
in  chronic  gonorrheal  urethritis.  I  believe  this  is 
to  be  accounted  for  by  the  bruising  of  the  parts, 
caused  by  too  much  muscular  energy,  followed  by  a 
reawakening  of  latent  gonococci  in  the  prostatic 
glands. 

The  manipulation  should  not  be  done  in  a  me- 
chanical fashion.  The  object  to  be  attained  should 
be  borne  in  mind  every  moment  that  the  finger  is  in 
contact  with  the  organ,  and  the  manipulation 
should  be  carried  out  with  this  thought  in  mind. 
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The  patient  should  first  pass  some  urine,  leaving 
some  in  the  bladder  for  expulsion  after  the  massage. 
I  make  it  a  habit  to  examine  the  prostatic  secre- 
tion microscopically  each  time  I  massage  the 
patient,  thus  being  kept  acquainted  with  the  con- 
dition of  the  organ  as  regards  the  presence  of  pus 
and  gonococci.  As  the  patient  leans  over  on  a  chair 
seat,  he  (or  the  surgeon,  preferably)  holds  a  clean 
slide  under  the  penis  and  in  this  way  catches  the 
fluid  as  it  emerges  from  the  urethra.  Tliis  is  per- 
mitted to  dry  in  the  air  and  submitted  to  micro- 
scopic examination  after  staining. 

The  covered  finger  having  been  lubricated  and 


Fig.  32,     Keyes'  deep  urethral  syringe. 

inserted  gently  into  the  rectum,  we  first  map  out 
the  prostate  and  vesicles,  and  then  slowly  and  care- 
fully apply  pressure,  first  to  the  prostate  and  later 
to  the  vesicles.  The  forearm  of  the  massaging 
hand  should  be  in  line  with  the  axis  of  the  patient's 
body,  and  the  surgeon  should  throw  the  weight  of 
his  body  against  his  elbow  (Fig.  24) . 

The  object  of  the  procedure  should  be  to  empty 
the  glands  and  follicles  of  their  pathologic  detritus, 
and  by  stimulating  the  circulation  in  the  organ, 
restore  it  to  its  normal  condition.  When,  there- 
fore, the  finger  sweeps  around  and  across  the  sur- 
face of  the  organ,  it  takes  notice  of  the  variations 
in  its  size,  shape  and  consistency;  and  we  apply  the 
pressure  to  such  points  in  particular  as  are  especi- 
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ally  soft  or  hard,  to  swellings,  infiltrations,  nodules 
and  painful  areas. 

The  point  I  wish  to  make  is  that  the  maneuver  is 
next  to  useless  without  our  having  a  definite  knowl- 
edge and  a  clear  idea  of  what  we  are  aiming  at. 
We  aim  to  reduce  the  swellings  and  infiltrations 
and  boggy  masses  by  emptying  their  detritus  into 
the  urethra  or  bladder;  to  "tone  up"  areas  of  de- 
pression or  atrophy  by  stimulating  the  circulation, 
and  aim  to  break  up  any  adhesions  or  periprostatic 
exudates  that  may  be  present.  The  same  idea 
should  dominate  our  stripping  of  the  vesicles — 
otherwise  our  efforts  will  be  misdirected,  and  'the 
results  will  not  justify  the  exertion. 

The  manipulation  should  be  kept  up  for  about 
one  minute,  the  amount  of  massage  depending  on  the 
condition  of  the  prostate  and  the  sensitiveness  of 
the  patient.  The  secretion  having  been  collected  on 
a  clean  slide  and  carefully  spread  out  and  thinned, 
preparatory  to  microscopic  examination,  the  patient 
now  passes  his  urine  and  this  is  followed  by  an  in- 
travesical irrigation  of  any  of  the  usual  irrigating 
solutions.  If  I  believe  there  are  gonococci  in  the 
secretion,  I  prefer  to  irrigate  with  silver  nitrate. 
Otherwise  any  bland  fluid  of  a  non-irritant  char- 
acter will  do,  the  object  being  to  cleanse  the  urethra 
and  bladder. 

This  systematic  massage  should  be  performed 
two  or  three  times  a  week,  in  the  early  stages,  later 
reducing  the  frequency  to  once  a  week.  It  is  always 
well  to  alternate  the  massage  with  the  instillations 
above  mentioned. 

Massage  or  stripping  of  the  vesicles  is  at  times  a 
very  difficult  performance,  because  of  the  peculiar 
anatomic  arangement  of  these  organs.     Very  often 
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they  are  beyond  the  reach  of  the  finger  tip^  or,  as 


Fig.  33.     Swinburne  massage  instrument. 

is  more  likely  to  be  the  case,  the  finger  cannot 
press  them  against  anything  stationary  sufficiently 
to  squeeze  out  their  content.  These  are  peculiarly 
disappointing  eases,  and  can  only  be  met  by  the  use 
of  an  artificial  finger  tip  of  metal,  or,  better  still,  a 
metal  instrument  specially  designed  for  this  purpose 
(Fig.  33). 

Second  in  importance  to  the  massage  and  instilla- 
tions is  the  rectal  douche.  This  is  administered 
daily  or  several  times  daily,  by  the  Kemp  (Fig.  13), 
Chetwood  (Fig.  14),  or  the  author^s  pattern  of 
rectal  tube  (Figs.  15  and  16).  Either  hot  or  cold 
water  may  be  used,  the  choice  being  determined  by 
the  patient's  tolerance.  I  prefer  the  use  of  hot 
water,  except  in  cases  associated  with  neurasthenic 
symptoms,  in  which  cases  the  cold  douche  seems  to 
be  more  effective. 

In  posterior  catarrhal  urethritis  I  rarely  use  steel 
sounds  unless  they  are  indicated  by  the  presence  of 
an  associated  stricture.  I  believe  the  indiscriminate 
use  of  sounds  in  chronic  gonorrhea  has  been  pro- 
ductive of  considerable  harm.  The  same  may  be  said 
to  a  certain  degree,  of  dilatations  by  the  Oberlander 
and  Kollmann  instruments.  Their  use  as  a  routine 
measure,  in  the  absence  of  a  stricture  or  infiltrate, 
cannot  be  justified  in  view  of  the  extensive  lacerations 
which  they  are  apt  to  produce  and  the  opportunity 
they  thus  afford  for  reinfection. 
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In  the  j^resence  of  a  stricture  or  infiltration  areas, 
sounds  and  dilators  are  indispensable,  but  they  must 
be  used  with  great  care  lest  they  do  more  damage 
than  good.  It  goes  without  saying  that  these  instru- 
ments should  only  be  employed  with  antiseptic  pre- 
cautions, and  their  use  should  be  followed  by  an 
antiseptic  irrigation  of  the  urethra. 

Lastly,  a  word  as  to  the  urethroscope  in  posterior 
urethritis.  The  straight  instrument  should  never  be 
used  for  the  deep  urethra;  it  causes  too  much  dam- 
age. There  are  several  curved  instruments  which 
may  be  used,  but  their  use  has  not  met  with  such 
universal  approval  as  would  recommend  them  for  the 
general  practitioner,  however. 

The  Goldschmidt  posterior  urethroscope  has- 
marked  a  distinct  advance  in  the  examination  of  the 
posterior  urethra,  but  from  present  indications  it  is 
likely  to  be  superseded  by  the  Buerger  cystourethro- 
scope  (see  next  page).  This  instrument  con- 
sists of  a  sheath  somewhat  similar  to  that  used 
in  certain  irrigating  cystoscopes,  provided  with 
an  aperture  on  the  lower  or  convex  aspect.  In 
this  instrument  the  principle  of  the  Nitze  cysto- 
scope  is  applied  to  the  urethra,  so  that  a  right- 
angled  view  of  a  field  lying  parallel  with  the 
axis  of  the  shaft  is  obtained.  The  lamp  and  lenseb 
are  so  situated  that  the  source  of  light  and  the  "eye" 
of  the  instrument  are  approximately  at  the  same 
point,  giving  as  nearly  perfect  optical  conditions  as 
possible.  The  sheath,  closed  by  the  obturator,  is 
introduced  into  the  bladder,  the  urine  evacuated,  and 
the  bladder  irrigated  if  it  contains  turbid  urine.  The 
telescope  is  then  inserted  and  about  three  ounces  of 
boric  acid  injected  into  the  bladder  through  one  of  the 
lateral   irrigating  cocks   in  the    sheath.      A    Janet. 


Buerger  cystourethroscope. 


Longitudinal  section. 


Solitary  cyst  at  the  root 
of  the  internal  sphincter  of 
the  bladder,  seen  through  the 
cystourethroscope.  These 
cysts  are  often  observed  in 
chronic  gonorrhea  with  this 
instrument. 


A  variety  of  normal  ve- 
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syringe  or  irrigating  bag  remains  connected  with  the 
instrument,  so  that  the  parts  can  be  viewed  while 
the  urethra  is  being  distended,  in  the  manner  sug- 
gested by  Goldschmidt.  All  the  parts  of  the  urinary 
tract,  from  the  region  of  the  ureters  down  to  the 
bulbous  urethra,  can  be  brought  directly  into  view  by 
moving  the  instrument,  pulling  it  out  gradually  and 
rotating  it.  It  is  astonishing  to  find  the  large  num- 
ber of  intractable  cases  that  owe  their  existence  to 
chronic  inflammation  of  the  veru  montanum  and 
the  prostatic  ducts.  For  the  anterior  urethra  the  in- 
strument can  also  be  employed,  the  curved  beak  being 
replaced  by  a  short  blunt  tip. 

In  the  Goldschmidt  posterior  urethroscope  a  tele- 
scope is  employed  which  looks  directly  forward  in  a 
direction  parallel  with  the  parts  to  be  seen,  and 
therefore  gives  a  perspective  view  which  is  far  in- 
ferior to  the  right-angled  view,  or  full  face  picture 
obtained  by  the  Buerger  instrument.  Owing  to  its 
large  fenestra,  too,  rotation  cannot  be  carried  out 
without  considerable  traumatism. 

Stricture  of  the  Urethra. 

The  simplest  definition  of  urethral  stricture  is 
an  abnormal  narrowing  of  the  lumen  of  the  ure- 
thral canal  at  any  particular  portion  of  its  length, 
associated  with  a  lessened  natural  dilatability. 
This  narowing  of  the  canal  must,  of  course,  take 
into  consideration  the  fact  that  the  urethra  is  not 
like  a  lead  pipe — uniform  in  its  dimensions  from 
end  to  end — but  normally  varies  within  certain 
limits  in  general  and  in  the  individual.  We  are 
therefore  to  understand  stricture  as  a  comparative 
and  unnatural  narrowing  of  the  canal,  rather  than 
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the  actual  narrowing  without  reference  to  the 
whole,  or  the  causes  producing  it.  Thus  a  growth 
impinging  on  the  urethral  lumen  is  not  a  stricture; 
and  in  the  same  sense  the  narrowing  caused  by  the 
congestion  of  the  mucous  membrane  in  acute  ure- 
thritis is  not  a  stricture.  Properly  speaking,  there- 
fore, it  is  not  enough  that  the  canal  is  not  as  wide 
as  it  should  be  or  that  the  urinary  stream  does  not 
dilate  the  canal  as  it  passes,  in  order  to  constitute  a 
true  stricture.  We  must  have  a  pathologic  change 
in  the  canal  wall,  characterized  by  the  deposit  of 
new  cicatrix  tissue,  which,  impinging  on  the  ure- 
thral lumen,  lessens  its  caliber  and  at  the  same  time 
diminishes  its  dilatability  at  that  particular  point. 
The  tendency  to  constant  contraction  is  also  a 
feature  of  true  stricture.  This  is  the  classic  stric- 
ture that  follows  severe  attacks  of  gonorrheal  ure- 
thritis and  trauma  of  the  urethra. 

Spasmodic  stricture^  so-called,  is  a  misnomer.  It 
is  not  a  stricture  in  the  strict  sense  of  the  word, 
though  it  does  narrow  the  lumen  of  the  canal  and 
lessens  its  dilatability.  It  is  a  symptomatic  reflex  of 
a  distant  condition,  and  consists  of  an  involuntary, 
spasmodic  contraction,  a  contracture  rather,  of  the 
compressor  urethrge  muscle.  This  may  be  slight  or 
severe — enough  at  times  to  act  as  a  complete  bar  to 
the  passage  of  the  urinary  stream.  The  greatest 
care  should  be  taken  to  identify  this  condition  and 
differentiate  it  from  true  stricture. 

Congenital  stricture  is  a  narrowing  seen  very  often 
at  the  urethral  meatus.  It  may  occur  at  the  ex- 
ternal (a)  or  internal  (b)  meatus  (Fig.  34),  or 
both,  and  though  it  offers  no  peculiar  symptoms  in 
the  healthy  state  of  the  urethra,  it  is  a  frequent 
cause  of  complications  and  chronicity  in  inflamma- 
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tory  conditions  of  the  urethra.  When  the  canal  is 
inflamed^  the  nincons  membrane  is  highly  congested 
and  swollen;  this  condition  applied  to  the  narrow 
meatus  has  the  effect  of  closing  it  more  or  less 
completely,  thus  damming  up  the  urethral  secre- 
tions and  contributing  materially  to  the  aggravation 
of  the  existing  inflammation.     The  free  passage  of 


Fig.  34.     Congenital    stricture   at   meatus. 

the  urinary  stream  is  also  interfered  with.  Never- 
theless, this  condition  cannot  be  classed  as  a  true 
stricture — merely  an  improper  development  of  the 
meatus  in  embryo. 

Varieties. 

Strictures  may  be  classified  according  to  their 
etiology  as  gonorrheal  or  traumatic;  acording  to 
their  size,  as  of  small  caliber  or  large  caliber;  and 
acording  to  location,  as  anterior  or  deep-seated. 
They  may  also  be  described  according  to  the  nature 
of  the  impingement  on  the  urinary  canal  as  linear, 
annular  or  tortuous,  and  also  as  soft,  indurated  or 
fibrous. 

Etiology  and  Pathology. 


For  present  purposes  we  may  eliminate  the  trau- 
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matic  stricture.  We  shall  discuss  only  that  form  of 
stricture  which  develops  after  the  occurrence  of 
urethral  gonorrhea.  The  frequency  of  gonorrheal 
stricture  may  be  judged  by  the  fact  that  out  of  220 
cases  studied  by  Thompson,  75  per  cent,  were  caused 
by  gonorrhea,  while  Martin  found  among  219  cases, 
85  per  cent,  that  were  of  gonorrheal  origin  (Keyes). 

There  is  no  doubt  that  an  improperly  treated  or 
neglected  urethral  gonorrhea  predisposes  to  the  de- 
velopment of  stricture;  especially  is  this  true  when 
such  cases  are  subjected  to  the  violent  passage  of 
sounds  or  other  instruments,  or  the  use  of  strong 
caustic  injections,  thereby  adding  the  element  of 
trauma  to  the  already  existing  inflammation.  We 
may  therefore  concur  in  the  view  that  acute  ure- 
thritis is  a  stricture  in  posse,  and  that  chronic  ure- 
thritis is  a  stricture  in  embryo. 

The  exact  pathology  of  urethral  stricture  has  not 
been  altogether  thoroughly  elucidated.  At  all 
events  it  is  clear  that  stricture  following  chronic 
urethritis  "is  the  effect  of  inadequate  repair  of  local 
epithelial  exfoliation,  and  the  consequent  formation 
of  a  scar  tissue  that  is  progressively  undergoing 
sclerous  degeneration  and  contraction  precisely  as 
does  the  scar  tissue  in  the  repair  of  loss  of  substance 
of  other  mucous  membranes  or  of  the  skin  and 
underlying  tissues  destroyed  by  severe  burns^' 
(Gouley). 

Bearing  this  scar  formation  in  mind,  we  can 
readily  see  that  the  linear  stricture  is  due  to  a 
duplicating  sclerosis  of  the  mucous  membrane  or  to 
a  thin  septum  of  sclerotic  tissue  like  a  diaphragm; 
the  annular  form  presents  a  ring  of  sclerotic  tissue 
running  transversely  to  the  long  axis  of  the  urethra, 
and  the   tortuous  form   is   a   deposit   of   sclerosed 
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tissue  due  to  an  irregular  contraction  of  the  scar. 
The  bulb  is  the  most  common  site  of  stricture,  the 
anterior  urethra  being  less  often  involved.  Sir 
Henry  Thompson,  in  320  cases  of  stricture,  found 
67  per  cent,  of  the  number  in  the  region  of  the  bulb; 
the  remaining  33  per  cent,  were  found  in  the  an- 
terior urethra. 

Usually  it  takes  several  years  before  a  stricture 
begins  to  show  evidences  of  its  presence,  though  it 
is  quite  likely  that  its  existence  can  be  determined 
by  examination  long  before  the  patient  suspects  its 
existence.  The  classic  feature  of  stricture  is  its 
persistent  tendency  to  contract;  this  continues  for 
months  and  years,  sometimes  slowly,  sometimes 
rapidly,  until  the  patient  begins  to  realize  that  he 
is  passing  his  urine  against  an  obstruction.  This 
is  his  first  subjective  intimation  that  a  stricture  has 
followed  in  the  wake  of  his  old  urethritis. 

Symptoms. 

The  symptoms  of  stricture  in  the  main  are  those 
of  the  chronic  urethritis  which  precedes  and  ac- 
companies it  plus  the  additional  symptoms  of  ob- 
struction to  the  urinary  flow.  That  is,  a  chronic 
discharge,  an  indefinite  sensation  of  pain  and  smart- 
ing in  the  urethra  in  connection  with  or  apart  from 
urination,  frequent  and  sometimes  obstructed  uri- 
nation, and  alterations  in  the  urine  itself.  The 
question  is  often  asked  whether  the  chronic  ure- 
thritis persists  because  of  the  stricture,  or  the 
stricture  develops  because  of  the  chronic  urethritis. 
I  believe  that  both  are  true,  though  this  sounds 
paradoxic.  Without  the  chronic  urethritis,  the  stric- 
ture would  not  have  developed;  but  once  the  stric- 
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tnre  has  appeared  it  acts  as  an  irritant  in  the  ure- 
thra and  thus  helps  to  keep  up  the  chronic  catarrhal 
process  that  might  otherwise  have  been  cured.  At 
all  events,  few  strictures  are  unaccompanied  by- 
gleet  or  chronic  urethral  catarrh.  Another  com- 
mon symptom  of  stricture  is  the  disturbance  in 
urination.  The  act  is  often  acompanied  hy  smart- 
ing or  burning,  and  the  patient  will  often  point  to 
the  spot  where  he  feels  the  sensation.  This  spot 
is  likely  to  coincide  with  the  location  of  the  stric- 
ture. Frequent  urination  is  also  quite  commonly 
seen;  this  is  reflex  and  not  due  directly  to  the 
stricture  itself.  At  times  hematuria  is  a  symptom. 
This  is  to  be  taken  as  evidence  of  granulations  in 
the  urethra,  which  in  time  become  converted  into 
true  sear  tissue  and  stricture  formation. 


^^ 


m^ 


Fig.  35.     Olive-tipped  bougies. 


In  advanced  cases  the  act  of  urination  becomes 
increasingly  difficult.  At  first  there  is  simply  the 
sense  of  smarting;  later  on  this  sensation  is  rein- 
forced by  the  feeling  that  there  is  an  obstruction 
to  the  urinary  flow,  which  in  course  of  time  is  made 
evident  by  the  narrow  and  thready  character  of  the 
stream.  This  in  turn  is  followed  by  the  necessity 
of  straining  to  get  the  flow  through  the  canal,  and 
in  very  tight  strictures  the  urine  can  only  be  passed 
drop  by  drop,  with  considerable  effort.  In  extreme 
cases  there  is  an  involutary  dribbling,  this  being  in 
reality  due  to  the  incontinence  of  chronic  retention. 
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When  the  obstruction  leads  to  retention,  whether 
it  be  partial  or  complete,  urinary  changes  necessarily 
take  place.  The  urine  becomes  stagnant  and  de- 
composes, and  ammoniacal  fermentation  and  cystitis 
rapidly  develop.  The  entire  urinary  stream  is  now 
held  back  as  if  by  a  dam,  and  in  due  course  of  time 
the  prostate,  bladder,  ureters  and  kidneys  are  in- 
volved in  the  pathologic  process,  which,  if  unre- 
lieved, will  ultimately  end  in  general  infection  and 
death. 

Diagnosis. — The  diagnosis  is  made  by  exploration. 
The  symptoms  may  be  suggestive  of  a  stricture,  but 
there  are  so  many  other  conditions  that  offer  similar 
symptoms  that  nothing  but  a  direct  examination 
can  be  relied  upon  for  a  correct  diagnosis.  This  ex- 
amination not  only  tells  us  of  the  presence  or  ab- 
sence of  the  stricture,  but  of  its  location,  size,  char- 
acter and,  if  more  than  one  be  present,  their  number. 

The  passage  of  a  sound  to  determine  the  presence 
of  a  stricture  in  the  anterior  urethra  has  been  rele- 
gated to  that  region  to  which  all  discarded  thera- 
peutics go,  except  in  suspected  strictures  of  the  deep 
urethra,  when  a  blunt-pointed  sound  may  be  used. 
If,  in  such  a  case,  a  blunt-pointed  sound  of  28  or  29 
French  passes  easily  into  the  bladder,  it  may  be  ac- 
cepted that  there  is  no  deep  stricture;  at  least, 
though  there  may  be  one  in  embryo,  it  has  not  yet 
reached  that  stage  in  which  it  can  be  appreciated. 

For  the  bulbous  and  anterior  urethra,  the  olivary 
pointed  bougie  of  metal  or  silk-web  (Fig.  35)  is 
called  into  use  in  the  absence  of  an  Otis  urethrome- 
ter.  A  full  set  of  these  instruments  is  required.  A 
bougie,  No.  29  French,  should  be  used  first,  and  if 
this  passes  down  to  the  bulb  and  back  to  the  meatus 
without  obstruction  we  may  be  sure  there  is  no  ae- 
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tual  stricture  in  the  anterior  urethra.  The  next  step 
is  to  pass  a  large-sized  blunt-pointed  sound  into  the 
bladder.  If  the  bougie  meets  with  resistance  at  any 
particular  point  we  make  note  of  the  distance  be- 
tween that  point  and  the  external  urinary  meatus. 
This  gives  us  a  guide  to  the  location  of  the  stricture. 
We  then  repeat  the  examination  with  gradually 
diminished  sizes  until  one  is  reached  that  will  pass 
the  stricture  down  to  the  bulb  and  return  to  the 
meatus  without  being  obstructed.  We  now  know  the 
number  of  strictures,  their  size,  character  and  loca- 
tion. 

If  the  meatus  urinarius  is  too  small  to  admit  of 
the  passage  of  the  largest  size  bougie,  there  is  no 
other  recourse  than  to  perform  a  meatotomy,  cutting 
well  up  to  33  French,  so  as  to  allow  for  subsequent 
contraction  to  28  or  29.  The  necessity  of  slitting 
open  the  meatus  and  using  a  number  of  instruments 
with  increased  risk  of  infection  and  damage,  is  ob- 
viated by  the  employment  of  the  Otis  urethrometer 
(Fig.  27).  With  this  ingenious  instrument  the 
largest  as  well  as  the  smallest  caliberecl  stricture  can 
be  identified.  When  closed  it  can  be  passed  through 
a  No.  15  French  meatus,  and  can  be  dilated  up  to 
45  French.  Its  dilatable  bulb  is  covered  with  a  thin 
rubber  cap,  made  specially  for  this  purpose,  the  whole 
thing  being  sterilized  by  holding  it  under  running 
hot  water  for  several  minutes.  The  method  of  pro- 
cedure is  very  simple.  Before  inserting  the  instru- 
ment the  bulb  should  be  rather  forcibly  dilated  up  to 
the  maximum  extent  (45  French)  to  see  if  the  rubber 
cap  is  sound.  The  bulb  is  then  gradually  closed,  its 
rubber-capped  tip  lubricated,  and  inserted.  It  is 
well  to  insert  it  down  to  the  deep  urethra,  and  then 
dilate  its  bulb  up  to  29  or  30  French.     The  instru- 
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nient  is  now  slowly  brought  toward  the  meatus,  and 
any  obstrnction  or  especially  tender  areas  noted.  If 
the  instrument  catches  against  a  stricture  and  cannot 
be  gently  coaxed  through  it,  its  bulb  should  be  re- 
duced by  one  number  or  as  many  as  are  found  to  be 
necessary  to  effect  the  passage,  and  a  note  made  of 
the  distance  of  the  obstruction  from  the  meatus, 
and  the  largest  number  that  will  pass  through  it. 
This  is  repeated  at  each  point  of  interference.  The 
instrument  is  finally  withdrawn  and  the  canal  is 
cleansed  with  an  antiseptic  solution.  Notice  should 
also  be  taken  of  any  bleeding  that  may  follow.  This 
points  to  the  presence  of  granular  areas. 

Another  method  of  determining  the  presence  of  a 
stricture  is  by  the  use  of  the  urethroscope,  but  this 
is  so  uncertain  as  compared  with  the  exact  results 
obtained  with  the  urethrometer  or  the  bulbous 
bougies,  that  it  can  hardly  be  recommended  for  this 
purpose.  It  is  always  interesting  and  useful,  how- 
ever, to  use  the  urethroscope  at  a  later  visit,  to  con- 
firm the  findings  df  the  urethrometer,  but  this  is 
rather  a  matter  of  scientific  interest  than  of  necessity. 

Prognosis. — In  the  strict  sense  of  the  word,  stric- 
ture cannot  be  cured.  Once  a  stricture  always  a 
stricture.  I  mean,  that  the  pathologic  condition  that 
is  responsible  for  the  organic  changes  in  the  urethral 
wall  may  be  removed ;  the  narrowing  of  the  lumen  of 
the  canal  may  be  done  away  with ;  the  dilatability  of 
the  canal  at  the  seat  of  disease  may  be  restored;  but 
the  damage  to  the  canal  wall  is  done  and  cannot  be 
retrieved,  be  our  efforts,  in  a  clinical  sense,  ever  so 
successful.  The  infiltration  in  the  urethral  wall  con- 
stitutes a  permanent,  organic  change,  and  we  cannot 
hope  by  any  means  in  our  power,  even  with  the  aid 
of  the  knife,  to  get  rid  of  it.    Therefore,  we  say  that 
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while  stricture  may  be  cured  in  a  clinical  sense — in 
the  sense  that  we  restore  the  parts  to  their  normal 
state  functionally — there  still  remain,  and  will  con- 
tinue to  remain  for  all  time,  the  structural  changes 
that  gave  rise  to  the  clinical  symptoms  of  the  disease, 
together  with  the  constant  tendency  to  recontraction. 
The  most  we  can  hope  for  is  a  restoration  of  the 
natural  lumen  of  the  canal  and  its  dilatability,  and 
the  removal  of  the  symptomatic  evidences  of  the 
disease.  This  should  constitute  a  "cure,"  but  the 
patient  should  be  informed  of  the  condition  of  affairs, 
and  should  be  warned  that  the  stricture  may,  and  in 
all  probability  will,  return  in  the  course  of  time 
unless  prophylactic  measures  are  taken  to  prevent 


Fig.  27.    Otis  Urethrometer, 

this  occurrence.  These  measures  are  simple  enough. 
The  patient  should  have  a  large-sized  sound  passed  at 
least  once,  preferably  two  or  three  times,  every  year 
for  the  rest  of  his  life.  In  this  way,  and  only  in  this 
way,  can  the  recurrence  of  his  stricture  be  prevented. 

Of  course,  it  goes  without  saying  that  this  pro- 
phylaxis also  includes  a  warning  against  repeated 
attacks  of  gonorrheal  inflammation.  He  should  be 
told  that  every  new  attack  of  gonorrhea  will  aggra- 
vate the  old  lesion  and  set  up  a  reaction  that  may 
lead  to  the  reappearance  of  the  stricture,  as  well  as 
the  formation  of  new  ones. 

Treatment. — The  treatment  of  stricture  is  essen- 
tially mechanical.  In  a  few  words,  the  essential  re- 
quirement is  to  dilate  the  stricture  with  the  smallest 
amount  of  trauma  to  such  an  extent  that  it  shall  not 


Treatment:  Stricture  op  the  Urethra.  147 

obtrude  on  the  lumen  of  the  canaL  In  addition,  the 
general  and  local  pathologic  conditions  presented  by 
the  patient  should  receive  attention.  The  coexist- 
ing "gleet,"  reflex  pains  and  aches,  urinary  disturb- 
ances, psychoses,  and  all  other  manifestations  and 
complications  of  the  disease  should  be  treated  at  the 
same  time.  Nevertheless,  we  should  not  lose  sight 
of  the  fact  that  the  primary  indication  is  to  restore 
the  canal,  as  nearly  as  we  can,  to  its  previous  normal 
state. 

Naturally,  there  is  no  single  method  of  treatment 
applicable  to  all  cases  of  stricture.  Each  case  should 
receive  treatment  according  to  its  own  merit  and  to 
the  extent  and  character  of  the  lesions.     Broadly 


Fig.  36.    The  steel  sound,  proper  curve. 

speaking,  strictures  at  or  very  near  the  urinary 
meatus  require  incision,  because  they  do  not  dilate 
well,  and  stretching  is  very  painful  in  this  region. 
For  the  rest  of  the  pendulous  canal,  we  may  say  that 
dilatation  will  be  all  the  treatment  necessary  except 
in  certain  resistant  and  non  dilatable  strictures. 
These  must  be  cut.  If  they  are  in  the  anterior 
urethra — that  is,  within  five  inches  of  the  urinary 
meatus — ^by  internal  urethrotomy;  in  the  deep 
urethra,  by  perineal  section  and  external  urethrot- 
omy. All  cutting  operations  must  be  followed  by  the 
persistent  use  of  sounds.  Strictures  in  the  perineal 
region  do  not  respond  well,  as  a  rule,  to  dilatation. 
These  strictures  should  be  cut  and  kept  dilated  with 
large  sounds. 
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The  Sound. — For  the  average  stricture  the  steel 
sound  is  the  remedy  par  excellence.  The  instrument 
should  have  the  proper  curve  (Fig.  36).  Unless  there 
is  a  good  reason  for  haste,  the  dilatation  should  be 
gradual  and  continuous.  Rapid  dilatation  is  usually 
followed  by  a  severe  reaction,  which  often  results  in 
more  ultimate  harm  than  good.  For  strictures  of 
smaller  caliber  than  20  French,  flexible  bougies 
should  be  used  (Fig.  37).  In  the  hands  of  the  in- 
experienced, the  steel  sounds  of  small  caliber  are 
dangerous  weapons,  capable  of  perpetrating  an  un- 
told amount  of  damage ;  and  even  in  the  hands  of  the 
expert  they  are  not  altogether  safe.  It  is  true  they 
are  less  painful  than  the  soft  instruments,  but  the 


Fig.  37.     Flexible  bougie. 

difference  is  not  so  great  as  to  justify  the  increased 
risk  of  possible  damage.  How  often  the  sound  should 
be  used,  how  long  it  should  be  kept  in  the  canal,  and 
how  deeply  it  is  to  be  inserted,  should  depend  on  the 
individual  case,  and  should  be  determined  by  the 
experience  and  judgment  of  the  surgeon.  Generally, 
the  rule  is,  the  tighter  and  more  obstinate  the  stric- 
ture the  more  frequently  should  the  sound  be  in- 
serted. In  very  tight  and  obstinate  stricture  I  some- 
times dilate  every  day,  but  as  soon  as  it  has  been 
stretched  up  to  23  or  24,  I  dilate  every  other  day,  or 
at  greater  intervals,  keeping  the  instrument  in  place 
several  minutes.  If  I  am  certain  that  there  are  no 
deep  strictures  or  granular  areas,  I  apply  the  instru- 
ment to  the  anterior  urethra  alone.  Ordinarily,, 
when  the  larger  sizes  are  being  used,  it  will  be  found 
advantageous  to  let  the  sound  enter  the  bladder. 


Treatment:  Stricture  of  the  Urethra.  149 

Strict  asepsis  is  a  sine  qua  non  to  the  successful 
treatment  of  stricture.  Steel  sounds  are  best  ster- 
ilized by  boiling.  Soft  instruments  need  not  be 
boiled.  The  cheaper  grades  cannot  be  boiled.  Plenty 
of  soap  and  warm  water  will  cleanse  them  thoroughly. 
All  instruments  should  be  cooled  before  they  are 
inserted.  The  surgeon's  hands  should,  of  course,  be 
clean,  the  glans  and  meatus  of  the  patient  likewise, 
and  the  removal  of  the  instruments  should  be  fol- 
lowed by  a  cleansing  irrigation  of  the  urethra.  These 
measures  will  prevent  any  untoward  results.  A  non- 
irritating  and  sterile  lubricant  is  also  essential. 
Glycerin  is  apt  to  prove  irritating,  and  it  is  also 
difficult  to  keep  sterile.    Ointments  do  not  lubricate. 
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Fig.  38.     Whalebone  filiform  bougies. 

The  best  medium  is  one  of  the  Irish  moss  prepara- 
tions that  are  on  the  market.  These  preparations 
come  in  collapsible  vials,  they  can  be  kept  sterile,  do 
not  irritate,  and  are  always  fresh  and  clean. 

Another  cardinal  requisite  is  gentleness  combined 
with  patience.  A  sound  should  never  be  driven 
through  a  stricture  by  force.  The  dilating  sound 
should  be  just  a  little  larger  in  diameter  than  the 
lumen  of  the  canal  at  the  point  of  stricture;  and  the 
small  amount  of  dilatation  necessary  for  the  sound 
to  pass  the  stricture  will  be  afforded  by  the  weight 
of  the  instrument,  combined  with  the  resilient  ten- 
dency of  the  stricture.  At  most,  all  that  is  necessary 
is  to  hold  the  point  of  the  instrument  firmly  and 
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patiently  against  the  orifice  of  the  stricture,  and  the 
operator's  patience  and  gentle  persistence  will  be  re- 
warded when  the  stricture  will  suddenly  open,  admit 
the  sound,  and  then  close  upon  it  with  a  firm  grasp. 
Very  often  this  is  so  tight  that  considerable  force  is 


\ 


Fig.  39.     Filiform  bougie  bent  at  tip. 

required  to  withdraw  the  instrument — much  more 
than  is  ever  permissible  or  necessary  for  its  insertion. 

The  interval  between  the  passing  of  the  sounds 
should  be  gradually  increased,  so  that  when  an  in- 
strument of  28  or  29  French  caliber  can  be  accepted 
once  a  week  is  quite  sufficient.  This  interval  should 
be  gradually  increased  until  we  are  certain  that  the 
stricture  shows  no  immediate  tendency  to  recontrac- 
tion.  From  that  time  on,  the  prophylactic  passing  of 
the  sound  several  times  a  year  should  be  begun  and 
continued  during  the  entire  life  of  the  patient,  other- 
wise a  recurrence  is  to  be  expected. 

The  Filiform  Bougie. — For  strictures  that  are  so 


Fig.  40.     Oberlaender's  anterior  dilator. 

tight  as  to  prohibit  the  passage  of  small-calibered  soft 
sounds  we  must  resort  to  the  use  of  the  filiform 
bougie.  The  whalebone  filiform  bougies  (Fig.  38) 
are  the  best  and  most  serviceable.  These  instruments 
are  about  two  feet  lons^ — very  fine  at  the  point  of 
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introdiiction  and  gradually  dilating  to  a  finn  body. 
The  greatest  care  is  to  be  taken  lest  the  fine  point  of 
these  instruments  enter  one  of  the  lacunse  magnse,  or 
one  of  the  numerous  follicles  or  false  passages  in  the 


Fig.  41.     Oberlaender's  posterior  dilator. 

canal.  A  false  passage  is  very  easily  made  with  these 
fine  instruments,  but  this  need  not  occur  if  due  care 
is  exercised.  At  times,  it  is  well  to  bend  the  tip  (Fig. 
39),  for  in  this  way  the  instrument  will  often  pass 
by  false  passages  and  wide-mouthed  lacunae,  and  en- 


Fig.  42.     Kollmann's  anterior   dilator. 

gage  the  stricture  directly.  These  instruments  are 
employed  until  the  stricture  has  been  sufficiently 
dilated  to  admit  a  flexible  bougie  of  ahout  16  or  18 
French  caliber,  which  in  turn  is  followed  by  the  steel 
sounds. 

When  it  is  found  that  the  tip  of  the  filiform  can- 


Fig.  43.     Kollmann's   posterior   dilator. 

not  be  made  to  enter  the  orifice  of  the  stricture,  it  is 
well  to  fill  the  urethra  with  warm  sterile  oil  and  pass 
a  number  of  filiforms  down  to  the  stricture  in  rapid 
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succession,  thus  filling  up  all  the  space  surrounding 
it.  Then  the}^  are  manipulated  one  after  another, 
until  one  of  them  will  engage  the  stricture,  and  this 
one  can  be  made  to  enter  without  further  trouble. 
This  filiform  is  retained  and  the  others  withdrawn. 
By  this  method  it  is  very  unusual  to  fail  in  passing 
even  the  finest  strictures. 


Fig.  44.     Kollmann's  anterior  irrigating  dilator. 

Small  Meatus. — When  the  meatus  urinarius  is  so 
small  that  a  fairly  large  sized  sound  (28  French) 
will  not  pass  through  it,  the  meatus  must  be  en- 
larged (meatotomy).  I  do  not  believe  that  any- 
thing is  gained  by  forcing  large  sounds  through  a 
tight  meatus,  thereby  causing  additional  trauma, 
besides  inflicting  considerable  unnecessary  pain  on 
the  patient.     The  operation  of  meatotomy  can  be 


Fig.  45      Kollrnanns  posterior  irrigating  dilator. 


done  painlessly  and  quickly,  and  the  annoyance 
during  healing  is  far  less  marked  than  the  tortures 
of  pushing  a  large  steel  sound  through  a  tight- 
clinging  meatus.  A  few  drops  of  one  per  cent,  alypin 
solution  injected  into  the  adjacent  tissue,  renders 
the.  cutting  absolutely  painless.  When,  however, 
the  patient  refuses  to  consent  to  the  meatotomy,  we 
must  resort  to  the  use  of  the  urethral  dilators. 
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Urethral  Dilators. — These  instruments  are  made  so 
as  to  pass  through  a  very  small  meatus,  and  are 
dilatable  up  to  about  45  French.  The  dilating  por- 
tion is  covered  with  a  thin  rubber  sheath.  The  sim- 
plest of  these  dilators  are  the  Oberlander  instru- 
ments. These  dilate  in  one  plane  only — from  above 
downward — the  patient  lying  on  his  back.  The  an- 
terior dilator  (Fig.  40)  is  a  short,  straight  instru- 
ment, while  the  posterior  dilator  (Fig.  41)  is  curved 
to  resemble  the  urethral  sound.  The  Kollmann 
instruments  dilate  in  two  planes — i.  e.,  they  have 
four  arms — and  of  course  have  this  advantage  over 
the  Oberlander.     These,  too,  have  an  anterior  (Fig. 


Fig,  46.     Double  taper  sound. 

42)  and  a  posterior  (Fig.  43)  variety.  They  have 
been  modified  so  as  to  include  an  irrigating  appa- 
ratus, thus  permitting  of  the  irrigation  of  the  canal 
simultaneously  with  its  dilation.  Fig.  44  shows 
the  anterior  irrigating  dilator,  and  Fig.  45  the 
posterior. 

In  certain  cases  where  the  meatus  is  dilatable, 
but  contracts  quickly,  it  is  sometimes  well  to  use 
the  double  taper  sound,  illustrated  in  Fig.  46.  The 
drawing  shows  the  measurements  at  the  tip,  shank 
and  handle.  It  will  be  seen  that  once  the  largest 
diameter  has  passed  the  meatus,  the  shank  is  re- 
duced in  diameter,  and  the  meatus  is  spared  the 
dilatation  that  is  being  administered  to  the  canal 
proper. 
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Forcible  Dilatation. — This  method  of  stretching  a 
stricture  at  one  sitting  is  not  to  be  recommended^ 
except  in  unusual  cases  where  great  rapidity  in  dila- 
tation is  the  essential  desideratum.  The  dilators 
just  mentioned  are  the  best  instruments  for  this 
purpose.  The  process  is  usually  accomj^anied  by 
severe  pain  and  extensive  hemorrhage,  and  often  by 
marked  shock  and  urethral  fever.  These  cases  are^ 
however,  so  rare  that  this  method  is  rarely  used  in 
practice. 

Cauterization. — In  the  past  the  cauterization  of 
strictures  was  extensively  practiced,  on  the  theory 
that  excessive  granulations  constituted  the  stricture. 
The  most  popular  media  for  this  purpose  were  silver 
nitrate  and  caustic  potash.  These  were  applied  by 
means  of  special  instruments  devised  for  the  pur- 
pose.    The  method  is  now  obsolete. 

Electrolysis. — Favorable  results  have  been  reported 
by  this  method  of  treatment,  but  it  has  not  com- 
mended itself  sufficiently  to  do  away  with  the  well- 
established  method  of  simple  dilatation  by  sounds. 

Cutting  Operations  for  Stricture. 

Urethrofomj/,  or  cutting  through  the  stricture,  is 
tlie  last  resort  in  the  treatment  of  this  condition, 
and  it  should  be  done  only  when  dilatation  cannot 
be  employed  with  success.  As  a  rule,  most  stric- 
tures in  the  penile  portion  of  the  urethra  can  be 
cured  by  gradual  dilatation,  the  method  of  prefer- 
ence; but  in  other  portions  of  the  canal,  such  as  the 
deep  urethra  and  the  balanie  portion,  the  cutting 
operations  are  to  be  preferred. 

At  the  Meatus. — For  stricture  at  the  meatus,  dila- 
tation is  of  little  or  no  value.  Here  the  operation 
of  meatotomv  is  indicated. 
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These  strictures  are  quite  common.  They  are 
most  often  congenital^  but  many  are  due  to  gon- 
orrhea and  to  trauma.  Occasionally  a  chancroid  or 
a  chancre  at  the  meatus  leaves  behind  it  a  distinct 
stenosis  of  the  fossa  navicularis.  which  is  often 
rebellious  to  treatment  by  dilatation;  it  is  also  very 
apt  to  be  overlooked  in  the  search  for  lesions  else- 
where. 

The  narrowing  may  be  found  at  the  anterior 
meatus,  or  the  posterior  meatus,  or  in  the  fossa  be- 
tween the  two.  It  can  only  be  determined  by  the 
use  of  the  bulbous  bougie  or  the  Otis  urethrometer. 
The  ordinary  sound  does  not  help  us  in  diagnosing^ 
this  condition,  for  it  often  passes  through  without 
giving  us  the  slightest  evidence  of  the  existence  of 
the  narrowing. 

Generally  speaking,  any  meatus  that  does  not 
readily  admit  a  bulbous  bougie,  size  28  French,  may 
be  said  to  be  stenosed.  This  does  not  necessarily 
mean  that  a  meatotomy  is  immediately  made  neces- 
sary by  this  discovery;  it  does  mean,  however,  that  a 
prolonged  and  apparently  incurable  anterior  ure- 
thritis is  often  kept  up  and  prolonged  by  the 
stenosis  at  the  meatus;  or  that  the  pains  and  ab- 
normal sensation  felt  by  the  patient  at  or  near  the 
meatus  may  be,  and  usually  are,  due  to  the  existence 
of  this  stricture;  or,  lastly,  it  means  that  it  is  im- 
possible to  pass  into  the  urethra  a  large-sized  sound 
for  the  treatment  of  stricture  further  back  in  the 
urethra.  For  all  of  these  conditions,  incision  of  the 
stenosis  (meatotomy)  is  indicated  and  will  often  be 
found  to  accomplish  what  no  other  method  of  treat- 
ment has  been  able  to  do. 

Meatotomy. — The  operation  is  a  very  simple  one, 
yet  it  is  often  done  in  such  a  manner  as  to  leave 
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the  patient  no  better  olt*  than  he  was  before  the 
operation.  In  the  first  place,  the  cut  is  not  made 
big  enough.  When  the  cut  is  freshly  made,  the 
meatus  should  be  able  to  admit  a  bougie  at  least 
32  French  in  diameter.  This  leaves  room  for  the 
contraction  that  will  inevitably  take  place.  If  it 
is  cut  up  to  31  or  32,  it  will  contract  to  28  or  29. 
This  is  the  maximum  size  required  for  the  treat- 
ment of  stricture  in  the  penile  urethra,  as  a  rule. 

A  second  fault  usually  observed  after  operation 
is  the  failure  to  cut  the  stenosis  at  the  posterior  or 
second  meatus.  It  is  not  sufficient  that  the  ex- 
ternal meatus  is  incised.  It  is  imperative  that  the 
bougie  be  passed  through  the  second  meatus,  and  if 
it  catches  to  the  slightest  degree,  the  incision  must 
be  carried  backward  to  include  the  internal  as  well 
as  the  external  meatus. 

A  third  fault  sometimes  observed  is  due  to  the 
too  steadfast  adherence  to  the  rule,  always  to  cut 
toward  the  frenum.  Generally  it  is  wise  to  cut 
the  meatus  below.  When,  however,  the  meatus  al- 
ready reaches  very  near  the  frenum,  any  further  in- 
cision in  the  same  direction  brings  on  an  artificial 
hypospadias.  This  can  be  avoided  by  cutting  the 
meatus  upward  and  avoiding  the  floor  of  the  ure- 
thra as  much  as  possible.  With  these  three  possible 
errors  in  mind,  the  operation  is  sure  to  be  effective 
and  successful. 

The  best  instrument  for  the  purpose  is  a  straight 
bistoury,  having  a  blunt  point  (Fig.  47).  No  other 
instruments  or  appliances  are  necessary.  Some 
surgeons  regard  the  operation  as  such  a  slight  one 
that  they  do  it  without  local  anesthesia.  This,  how- 
ever, is  an  unnecessary  cruelty  to  the  patient,  for 
the  analgesia  can  be  made  absolute  with  very  slight 
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effort.  ITsually  it  is  sufficient  to  soak  a  small 
pledget  of  cotton  in  2  per  cent,  alypin  or  eocain 
and  insert  it  into  the  fossa  navicnlaris.  After  a 
minute  or  two  the  cutting  may  be  done  without 
pain  to  the  patient.     Another  method  is  to  insert 


Fig.  47.     Straight   blunt-point   bistoury. 

inside  the  meatus  a  tablet  containing  a  grain  or  two 
of  the  anesthetic.  The  tablet  quickly  dissolves  and 
the  anesthesia  is  complete.  I  prefer  to  inject  a 
few  drops  of  ^  per  cent,  alypin  into  the  tissue  near 
the  meatus. 

The  bistoury  is  now  inserted  as  far  back  as  it  is 
deemed  necessary,  and  the  cut  is  made  sufficiently 
large  to  admit  the  passage  of  a  bougie,  size  33 
French.  It  is  well  now  to  irrigate  with  hot  anti- 
septic solution  and  insert  a  large-sized  sound  for 
not  more  than  an  inch  or  two.  When  the  sound  is 
removed,  the  meatus  is  packed  with  a  little  pledget 
of  cotton,  saturated  in  boric  or  mild  bichlorid  solu- 
tion and  well  squeezed  out.  If  there  is  much  bleed- 
ing, it  will  be  readily  controlled  by  packing  the 
meatus  with  cotton  upon  which  has  been  placed  a 
liberal  supply  of  glutol  (powdered  formalin 
gelatin) .  The  patient  is  instructed  to  insert  a  fresh 
cotton  plug  after  each  act  of  urination;  it  is  well  to 
give  him  some  of  the  glutol  for  use  at  home  for  this 
purpose. 

The  large  sound  should  l^e  passed  every  other  day 
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thereafter;  otherwise  healing  will  take  place  quickly; 
and  nothing  will  have  been  gained  by  the  operation. 
It  is  also  well  to  have  the  organ  tied  tightly  after 
each  urination,  to  prevent  secondary  hemorrhage 
Another  important  point  to  remember  is  that  the 
coexistence  of  an  active  acute  urethritis  is  no  contra- 
indication to  the  performance  of  this  slight  operation 
On  the  contrary,  it  will  provide  better  drainage  for 
the  inflamed  canal,  and  will  prove  of  the  greatesi 
Aalue  for  the  urethritis  'per  se. 

Operations  on  the  Penile  JJretlira. — In  this  portion 
of  the  urinary  canal  gradual  dilatation  is  the  method 
par  excellence,  but  not  infrequently  we  encounter 
cases  that  are  refractory  to  the  highest  degree.  The} 
simply  refuse  to  dilate  or  to  stay  dilated.  In  these 
cases   a   cutting  operation   is   required;   likewise   in 
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Fig.  4S.     The  Maisonneuve  instrument. 

those  instances  in  which  rapid  dilatation  is  desired 
in  a  stricture  with  small  caliber  and  a  tendency  to 
obstinacy. 

The  purpose  of  the  operation  is  to  divide  the  scar 
tissue  or  callus,  and  separate  the  divided  edges  so 
that  a  new  deposit  of  scar  tissue  shall  become  inter- 
posed and  thereby  widen  the  original  stricture.  After 
the  stricture  has  been  cut  to  the  desired  measurement, 
it  is  kept  dilated  by  the  constant  and  persistent  use 
of  steel  sounds. 

The  instruments  used  for  the  purpose  are  of  the 
fintegrade  (cutting  from  before  backward)  and  retro- 
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grade  (cutting  from  behind  forward)  varieties.  The 
Maisonneuve  (Fig.  48)  is  the  most  popular  of  the 
former  type,  while  the  Otis  dilating  urethrotome 
(Fig.  49)  is  the  most  commonly  used  of  the  latter 
type. 


Fig.  49.     Otis  Urethrotome. 

The  Maisonneuve  has  the  advantage  of  being  able 
to  cut  a  stricture  so  small  as  to  admit  only  a  filiform 
bougie.  The  objection  to  the  instrument  is  that  it  is 
capable  of  cutting  the  deep  urethra,  as  the  knife  is  so 
arranged  that  it  can  be  carried  down  to  the  internal 
sphincter.  This  apparent  advantage  is  dangerous,  in 
that  it  encourages  infection  and  permits  of  severe 
and  dangerous  concealed  hemorrhage,  which  may  be 
well-nigh  beyond  control.  There  may  be  no  hemor- 
rhage at  the  meatus;  this  is  altogether  misleading, 
for  the  bleeding  may  be  very  severe  into  the  bladder. 
A  catheter  inserted  into  the  viscus,  through  which 
blood  is  flowing,  proves  the  existence  of  deep-seated 
hemorrhage.  The  best  and  practically  the  only 
method  for  the  control  of  this  deep  bleeding  is  by  a 
perineal  section  (external  urethrotomy)  and  the  ap- 
plication of  pressure  or  tying  the  vessels,  if  they  can 
be  reached  through  the  opened  arethra. 

In  this  country  at  the  present  day  the  most  popu- 
lar instrument  for  the  division  of  stricture  in  the 
pendulous  urethra  is  the  Otis  urethrotome.  With  this 
instrument  the  stricture  is  dilated  up  to  the  desired 
point,   and  then  the  knife  is  passed  through,  thus 
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cutting  the  stricture  and  any  other  tissues  with  which 
it  conies  in  contact. 

This  instrument  cannot  be  used  in  strictures  whose 
caliber  is  less  than  14  French.  This  disadvantage  is 
overcome  by  passing  filiform s,  whalebone  bougies  and 
silk  Avoven  bougies,  u^d  to  the  point  when  the  ureth- 
rotome can  be  passed  through  the  orifice  of  the 
stricture. 

For  two  days  previous  to  the  operation,  it  is  well 
to  prepare  the  patient  by  the  administration  of  one 
of  the  urinary  antiseptics.  Urotropin  and  salol  are 
the  most  reliable  for  this  purpose.  General  anes- 
thesia is  not  necessary.  The  operation  can  be  done 
painlessly  by  filling  the  anterior  urethra  with  a  2 
per  cent,  solution  of  alypin  or  cocain  and  held  there 
by  the  patient  for  five  minutes.  The  canal  should 
be  thoroughly  irrigated  before  cutting;  in  the  pres- 
ence of  acute  inflammation,  of  course,  any  operation 
is  out  of  the  question.  There  are  certain  rules  that 
should  be  rigidly  adhered  to,  principally  the  follow- 
ing: All  cutting  must  be  done  on  the  roof  of  the 
urethra,  for  anatomic  reasons.  The  instrument 
should  be  dilated  up  to  31  or  32  French,  and  the 
knife  drawn  forward  and  out  of  the  meatus,  cutting 
any  strictures  present  and  the  meatus  as  well  up  to 
the  point  of  dilatation.  One  cut  is  usually  sufficient. 
After  the  cutting  is  completed,  the  urethra  and  blad- 
der are  irrigated  with  warm  sterile  solution,  a  full- 
sized  sound  is  passed,  never  into  the  deep  urethra, 
and  retained  for  a  minute  or  two.  This  helps  to  stop 
the  bleeding.  The  bladder  is  now  emptied,  and  the 
operation  is  complete. 

It  is  customary  for  some  surgeons  to  tie  a  catheter 
in  the  urethra  and  keep  it  there  for  a  day  or  two  to 
insure  bladder  drainage.    T  believe,  however,  that  the 
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catheter  acts  as  a  foreign  bod}^  in  the  urethra,  often 
giving  rise  to  acute  urethritis.  Besides,  it  does  not 
accomplish  the  purpose  for  which  it  is  employed, 
namely,  to  prevent  the  urine  from  coming  into  con- 
tact with  the  wound  in  the  urethral  canal.  The  urine 
does  manage  to  get  outside  of  the  catheter  in  spite  of 
all  our  care  and  precautions.  However,  if  urethral 
irrigation  is  persisted  in,  and  a  good  urinary  anti- 
septic like  urotropin,  salol,  or  helmitol  is  adminis- 
tered internally,  there  is  slight  danger  of  urethral 
fever  or  other  complications. 

After  the  operation  sounds  should  not  be  passed 
for  three  or  four  days;  thereafter  they  should  be 
passed  every  other  day,  to  keep  the  wound  open. 
AVhen  the  withdrawal  of  the  sound  is  no  longer  fol- 
lowed by  hemorrhage,  we  may  feel  certain  that  the 
wound  has  healed;  from  that  time  on,  sounds  should 
be  passed  at  greater  and  increasingly  greater  intervals 
to  prevent  recontraction. 

It  is  well,  immediately  after  the  operation,  to 
apply  pressure  to  the  wound,  and  thereby  control  the 
bleeding,  by  applying  a  splint  to  the  penis  (Fig.  50). 
This  is  done  very  simply.  On  either  side  of  the  penis 
a  splint  of  cardboard  or  thin  wood  is  applied,  the 
outer  skin  of  the  organ  being  well  protected  with  cot- 
ton. The  splints  are  held  in  place  by  adhesive  plaster 
strips.  The  splint  is  covered  with  a  tight  bandage. 
It  is  important  before  leaving  the  patient  to  see  if  he 
can  pass  his  urine;  for  in  this  way  we  know  whether 
or  not  the  splint  has  been  applied  too  tightly  to 
permit  the  passage  of  the  urinary  stream. 

Secondary  HemorrJiage. — Secondary  hemorrhage 
following  internal  urethrotomy  is  not  a  rare  occur- 
rence, especially  when  the  patient  is  troubled  with 
frequent  erections.     If  the  cutting  has  been  done 
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within  five  inches  of  the  urinary  meatus,  the  blood 
will  appear  externally  at  the  meatus.  If  the  cut  is 
further  hack  than  five  inches,  the  hemorrhage  may 
be  concealed  and  may  cause  considerable  damage 
before  it  is  learned  that  blood  is  flowing  into  the 
bladder.  Hence  it  is  a  good  rule  never  to  do  an  in- 
ternal urethrotomy  unless  the  stricture  is  situated 


Fig.  50.     Splint  applied  to  the  penis  after  urethrotomy. 

in  the  anterior  urethra,  so  that  any  secondary  hem- 
orrhage may  be  detected  quickly. 

The  writer  recalls  a  case  in  which  an  alarming 
secondary  hemorrhage  took  place  four  days  after 
operation.  The  patient  was  asleep  and  was  under- 
going a  "wet  dream. ^'  He  awoke  after  the  emission 
to  find  himself  and  the  bed  linen  saturated  with 
blooci,  which  was  pouring  from  the  urinary  meatus 
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at  a  most  vicious  rate.  The  bleeding  resisted  all 
efforts,  and  stopped  only  when  a  large  steel  sonnd 
was  inserted  in  the  canal,  and  a  tight  bandage  ap- 
plied ontside  of  the  organ.  This  case  was  excep- 
tional in  that  there  was  bnt  a  slight  bleeding  at  the 
time  of  the  operation  and  none  whatever  np  to  the 
eventful  fourth  night.  The  patient  made  a  good 
recovery. 

Hemorrhage  is  best  stopped  by  inserting  a 
catheter  or  hollow  sound  into  the  bladder  and  ap- 
plying pressure  around  the  organ.  Or  a  T-bandage 
may  be  applied  very  tightly,  with  a  pad  over  the 
perineum  and  the  penis,  the  latter  resting  on  the 
pubic  symphysis.  It  is  well  to  keep  the  patient  in 
bed  for  a  day  or  two  after  the  operation. 

External  Uretlirotomy — Perineal  Section. — To  be 
exact,  this  operation  for  the  division  of  strictures  in 
the  posterior  portion  of  the  urethra  should  be 
termed  external  perineal  uretlirotouiij.  It  is  indi-' 
cated  in  those  cases  of  stricture  in  the  deep  urethra 
which  are  resistant  to  dilatation  or  which  are  not 
dense  enough  to  require  absolute  excision  and  re- 
section. It  has  the  great  advantage  of  holding  any 
possible  hemorrhage  under  direct  control,  and  gives 
opportunity  for  excellent  drainage,  thus  reducing 
by  far  the  likelihood  of  septic  infection.  Its  only 
competitor  is  the  operation  of  internal  urethrotomy 
with  the  Maisonneuve  urethrotome,  but  its  ad- 
vantages are  so  strongly  obvious  that  it  has  become 
the  classic  operation  for  deep-seated  strictures.  It 
is  also  the  operation  par  excellence  for  peri-urethral 
abscess,  prostatic  abscess,  urinary  extravasation  and 
allied  conditions  involving  the  perineal  region. 

The  preparation  of  the  patient  is  the  same  as  for 
any  surgical  operation.     For  a  few  days  previously 
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it  is  well  to  give  urotropin  or  salol.  Either  general 
or  local  anesthesia  may  be  employed;  the  former  is 
preferable,  however.  For  the  latter  a  1  per  cent, 
solution  of  alypin  or  eocain  may  be  used,  infiltrating 
the  perineal  region  freely. 

The  amount  of  difficulty  encountered  in  doing  the 
operation  depends  on  whether  or  not  a  guide,  or  at 
least  a  filiform,  can  be  passed  down  to  the  bladder. 
With  this  guide  in  position  the  operation  is  a  com- 
paratively simple  one. 

It  is  not  necessary  to  go  into  the  details  of  the 
operation.  They  can  be  found  in  any  of  the  text- 
books, described  at  great  length,  which  present  lim- 
ited space  prohibits. 

The  after-treatment  is  very  important.  Some 
surgeons  permit  a  urethral  catheter  to  remain  in  situ 
for  several  days.  Better  results  will,  however,  follow, 
if,  instead  of  the  catheter  a  demeure,  a  large-sized 
perineal  tube  is  used.  This  will  be  found  much 
safer  from  every  point  of  view,  and  more  pleasant 
for  the  patient.  The  bladder  is  washed  out  freely 
through  this  large  tube  at  the  close  of  the  opera- 
tion, with  hot  sterile  water  or  boric  solution.  If 
there  is  much  hemorrhage  it  may  be  controlled  by 
irrigating  with  hot  adrenalin  solution,  1-10,000,  or 
1 : 5,000  silver  nitrate  solution.  Packing  the  peri- 
neal wound  around  the  drainage  tube  will  also  be 
found  effective,  particularly  if  the  gauze  carries  with 
it  a  liberal  amount  of  glutol.  A  T-bandage  holds 
the  dressing  in  place  and  contributes  a  fair  amount 
of  pressure  as  well. 

Perineal  urethrotomy  without  a  guide  is  an  ex- 
tremely difficult  surgical  procedure.  The  surgeon 
feels  his  way,  so  to  speak,  and  must  trust  to  hi? 
skill  and  luck  to  find  the  opening  of  the  stricture. 
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One  rule  should  always  be  borne  in  mind;  that  is, 
to  keep  as  close  to  the  roof  of  the  nrethra  as  pos- 
sible without  cutting  into  it,  until  the  stricture  has 
been  found  and  divided.  Once  the  stricture  is  found 
and  divided,  the  drainage  tube  and  other  procedures 
above-mentioned  are  used  in  the  same  way. 

The  drainage  tube  is  kept  in  place  four  or  five 
days,  but  particular  pains  must  be  taken  to  see  that 
the  bladder  is  being  drained  properly.  The  tube  is 
connected  with  a  long  narrow  rubber  tube,  which 
leads  into  a  bottle  or  urinal.  The  latter  may  be 
kept  clean  by  placing  in  it  a  quantity  of  2  per  cent, 
solution  of  phenol.  Irrigation  of  the  bladder  should 
be  done  twice  every  day.  Boric  or  weak  silver 
nitrate  solution  (1-10,000)  should  be  used  for  the 
purpose — the  latter  particularly  if  cystitis  be 
present.  After  the  drainage  tube  is  removed,  the 
wound  is  kept  surgically  clean  and  a  dry  dressing 
applied.  Simultaneously  a  large-sized  sound  is  in- 
troduced into  the  bladder  and  repeated  every  three 
days,  until  the  wound  is  healed.  The  urine  is  passed 
through  the  perineal  wound  for  the  first  feAv  days, 
but  after  a  week  or  thereabouts  the  wound  shows 
signs  of  closing  up  and  the  patient  passes  urine 
voluntarily,  partly  through  the  perineal  opening  and 
partly  through  the  urethra.  Within  a  week  there- 
after the  urine  is  passed  normally,  except  in  the 
presence  of  a  perineal  fistula. 

There  are  innumerable  modifications  of  this  op- 
eration, but  perhaps  the  best  of  them  all  and  the 
one  that  is  applicable  to  the  largest  number  of 
cases  is  the  combined  method,  devised  by  Eeginald 
Harrison.*  Briefly  stated,  this  operation  consists 
of  an  internal  urethrotomy  with  the  Maisonneuve 

♦British  Medical  Journal,  July  18,  1908. 
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urethrotome,  followed  by  the  introduction  of  a 
grooved  staff  and  a  boutonniere  in  the  perineum 
large  enough  to  admit  of  the  insertion  of  a  large- 
sized  perineal  drainage  tube.  This  operation  offers 
the  advantage  of  enabling  the  surgeon  to  pass  his 
finger  into  the  deep  urethra  and  bladder  and  thor- 
oughl}'  acquainting  himself  with  the  existing  con- 
ditions. It  also  relieves  the  Maisonneuve  operation 
of  its  greatest  objection,  i.  e.,  it  brings  the  field  of 
operation  under  control  of  the  surgeon.  Excessive 
hemorrhage  and  sepsis  are  thus  easily  controlled. 

Resection. — In  continental  Europe  this  operation 
has  attained  some  degree  of  popularity,  especially  in 
France.  The  operation  is  indicated  only  in  those 
rare  cases  of  stricture  in  the  deep  urethra  in  which 
there  are  such  very  dense  and  firm  masses  of  scar 
tissue  that  other  methods  of  treatment,  including 
external  urethrotomy,  are  found  to  be  useless.  Most 
of  these  cases  are  the  result  of  severe  trauma,  caus- 
ing extensive  laceration  and  followed  by  a  corre- 
spondingly large  deposit  of  fibrous  connective  tissue. 
Such  a  stricture  may  sometimes  follow  extensive 
trauma  of  the  anterior  urethra. 

The  operation  consist  of  a  complete  excision  of 
the  wall  of  the  urethra  containing  the  new  deposit 
and  a  suturing  of  the  cut  edges.  Usually  this  is 
done  over  a  catheter  en  demeure.  which  is  kept  in 
place  for  a  week  or  two,  until  union  is  fairly  com- 
plete.  This  is  a  radical  operation,  and  should  be 
done  only  as  a  last  resort. 
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What  Constitutes  a  Cure  in  Gonorrheal 
Urethritis? 

How  shall  we  know  whether  a  man  who  has  had  an 
attack  of  gonorrheal  urethritis  involving  the  pros- 
tate is  thoroughly  well  and  able  to  marry,  without 
danger  of  infecting  his  wife? 

It  must  be  understood,  above  all  other  considera- 
tions, that  the  mere  absence  of  clinical  symptoms 
does  not  necessarily  indicate  that  the  patient  is  cured 
of  the  gonococcic  infection.  Here  is  the  great  error 
that  many  practitioners  often  make.  They  seem  to 
think  that  because  a  man  passes  clear  urine  and 
complains  of  no  discharge  or  pain  he  is  cured  of  his 
disease,  and  may  therefore  resume  sex  relations  with- 
out fear  or  danger.  This  overconfidence  on  the  part 
of  medical  men  has  caused  an  inconceivable  amount 
of  mischief,  for  they  have  not  realized  that  their 
liasty  decision  has  set  free  a  man  in  whom  the  pros- 
tatic secretion  may  contain  gonococci  innumerable, 
ready  and  waiting  to  be  deposited  in  fresh  vaginal 
soil,  to  reawaken  and  set  up  an  acute  inflammation. 
Let  me  cite  an  illustrative  case : 

W.  S.,  aged  thirty-seven,  was  treated  for  several 
arttacks  of  gonococcic  infection  during  the  past  fifteen 
years.  Three  years  ago  he  was  treated  for  stricture 
of  the  anterior  urethra.  At  no  time  was  the  pros- 
tatic secretion  examined  for  gonococci.  Last  sum- 
mer, believing  himself  well,  he  became  engaged,  and 
in  order  to  reassure  himself,  visited  a  physician  with 
whom  he  was  on  intimate  terms,  for  the  latter's  opin- 
ion as  to  his  ability  to  marry.  The  doctor  looked  at 
the  freshly  passed  urine,  and  saw  that  it  was  clear 
and  shredless.  Without  further  ado,  he  gave  it  as  his 
opinion   that   the   man    was    safe    in    assuming   tlie 
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marriage  tie.  This  he  did,  with  the  result  that  eight 
days  thereafter,  a  sticky  discharge  appeared  at  the 
meatus.  This  brought  him  in  fright  to  the  writer, 
who  on  massage  of  the  prostate  found  a  considerable 
number  of  gonococci  and  pus  cells  in  the  secretion. 

This  case  illustrates  the  error  of  allowing  a  man 
to  marry  because  he  is  free  from  clinical  symptoms. 

Some  men  go  a  step  further,  and  believe  that  they 
are  on  the  road  to  scientific  truth  when  tliey  examine 
the  urine  per  microscope,  in  the  hope  of  determining 
wliether  or  not  the  patient  is  still  harboring  the 
elusive  gonococci  in  his  genital  tract. 

This  procedure  I  have  found  to  be  practically  use- 
less, for  it  is  very  rarely  that  one  succeeds  in  finding 
these  organisms  in  clear  urine.  In  acute  gonorrheal 
urethritis,  or  in  chronic  infections  associated  with 
a  considerable  exudation  of  pus,  the  gonococci  will 
often  be  found  in  the  urine ;  but  it  is  next  to  im- 
possible to  find  them  in  the  clear  and  flawless  urine 
presented  by  a  man  who  feels  well  enough  to  con- 
template matrimony.  Far  better  than  this,  is  the 
examination  of  the  morning  discharge,  if  there  be 
any,  and  better  still,  the  examination  of  the  prostatic 
secretion  obtained  by  vigorous  massage  of  the  gland. 

It  is  well,  however,  to  remember  that  there  is  a 
serious  liability  to  error  in  connection  with  this  pro- 
cedure. It  lies  in  the  interpretation  of  the  examina- 
tion of  the  secretion  under  the  microscope.  As  with 
most  other  technical  procedures,  it  is  just  as  import- 
ant to  be  able  to  read  the  result  correctly  as  it  is  to 
execute  the  procedure  itself.  In  this  case,  however, 
it  is  of  great  consequence  to  know  that  a  single  ex- 
amination of  the  massaged  prostatic  secretion  cannot 
give  us  the  exact  and  precise  information  we  are 
seeking.     I  find,  as  a  result  of  many  examinations. 
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that  it  is  absolutely  wrong  to  permit  a  marriage 
on  the  strength  of  one  examination  of  the  massaged 
IDrostatic  fluid.  It  is  not  only  wrong,  but  thoroughly 
unscientific,  and  no  less  so  than  the  method  of  de- 
termining this  question  by  looking  at  the  urine  with 
the  naked  eye  or  with  the  microscope.  The  inability 
to  detect  germ  life  in  any  given  specimen  is  not 
a  pi'iori  to  be  accepted  as  a  positive  indication  that 
germ  life  is  absent.  There  is  a  whole  world  of  dif- 
ference between  not  finding  gonococci  and  the  gono- 
cocci  being  absent.  Here  lies  the  source  of  error. 
Before  we  can  determine  this  point  to  a  moral  cer- 
tainty, it  is  more  than  necessary — it  is  imperative — 
to  make  a  sufficiently  large  number  of  examinations 
repeatedly  and  under  various  stimulating  conditions, 
as  will  carry  conviction  beyond  any  reasonable  doubt 
of  the  gonococci  being  absent.  Then,  and  then  only, 
can  we  safely  say  to  the  patient  that  we  feel  certain 
that  his  genital  organs  do  not  show  any  evidences  of 
gonococci  being  present,  in  spite  of  repeated  ex- 
aminations, and  therefore  feel  safe  in  permitting 
him  to  marry. 

Let  me  cite  another  case  to  illustrate  this  point: 
B.  J.,  aged  thirty-one,  engaged  to  be  married.  Came 
to  be  examined  as  to  his  fitness  early  in  1908.  Had 
one  attack  of  gonorrheal  urethritis  in  1900  and  an- 
other in  1904.  Both  were  declared  cured  by  his  at- 
tending physician.  He  has  been  perfectly  well  ever 
since  then.  He  wants  to  be  reassured  that  he  is  per- 
fectly well  before  he  marries.  The  urine  passed  was 
clear  and  sparkling.  'No  stricture  in  the  urethra; 
prostate  slightly  softer  and  larger  than  normal. 

Prostatic  massage  brought  forth  a  copious  flow  of 
prostatic  fluid,  but  the  most  careful  examination  by 
the  microscope  failed  to  reveal  the  presence  of  gono- 
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cocci.  There  were,  however,  considerable  numbers  of 
streptococci  and  staphjdococci,  and  a  large  number  of 
pus  cells — all  of  these  showing  the  existence  of  a 
latent  inflammatory  process.  On  alternate  days  tive 
successive  examinations  were  made  of  the  prostatic 
secretion,  with  a  negative  result.  On  the  seventh 
visit  a  deep  instillation  of  silver  nitrate  (1  per  cent.) 
was  administered,  and  two  days  later,  the  prostate 
was  again  massaged.  This  time  gonococci  were  found 
in  moderate  numbers. 

The  experience  derived  from  this  case,  corrobor- 
ated by  similar  experiences  reported  elsewhere,*  i? 
convincing  of  at  least  these  facts,  namely,  the  gono- 
coecus  has  a  tendency  to  remain  latent  in  the  pros- 
tatic follicles  long  after  the  disappearance  of  clin- 
ical symptoms;  it  may  not  be  found  even  after  a 
number  of  attempts  by  prostatic  massage;  it  may 
be  stimulated  and  brought  forth  by  the  deep  instilla- 
tion of  silver  nitrate,  followed  a  day  or  two  later  by 
massage  of  the  prostate ;  and  lastly,  one  can  never  tell 
to  a  certainty  whether  any  particular  patient,  once 
attacked  by  the  gonococcus,  is  absolutely  free  from 
latent  infection. 

Sexual  Neurasthenia  as  a  Sequel  to  Gonorrhea. 

It  is  universally  agreed  that  sexual  neuroses  in  the 
male  are  most  commonly  due  to  some  pathologic 
lesion  in  the  genital  tract — principally  the  prostate, 
the  seminal  vesicles  and  the  spermatic  cord.  This 
condition  is  quite  a  common  one,  particularly  in  men 
who  have  more  or  less  recently  suffered  from  an 
attack  of  gonorrheal  urethritis,  with  involvment  of 
the  posterior  urethra. 

*N.  Y.  Med.  Jour.,  March  7,  190S.  N.  Y.  Med.  Jour., 
March  20,  1909.     Med.  Rec,  Aug.  21,  1909. 
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Quite  often  the  patients  are  not  able  to  associate 
their  symptoms  with  their  gonorrheal  disease;  and 
it  is  likewise  true  that  the  physician,  to  whom  they 
go  for  relief,  does  not,  as  a  rule,  combine  the  symp-' 
toms  of  which  the  patients  complain,  with  the  lesions 
that  have  been  left  behind  as  a  heritage  from  the 
uncured  urethritis. 

These  cases  of  sexual  neurasthenia  following 
gonorrhea,  while  not  difficult  to  diagnose,  are  not 
easy  to  cure.  The  specialist  is  apt  to  see  them  after 
they  have  gone  to  the  family  physician  for  a  long 
time,  or  after  they  have  drifted  from  office  to  office, 
0]'  clinic  to  clinic,  without  avail.  It  is  at  times 
heart-breaking  to  see  these  strong  and  able-bodied 
men  rendered  weak  and  decrepit,  unable  to  work 
and  miserable  to  the  last  degree,  without  any  serious 
appreciable  organic  lesions  to  account  for  their 
symptoms.  Whatever  lesions  are  found  are  often  in 
great  disproportion  to  the  extent  and  character  of  the 
symptoms.  The  latter  may  vary  from  a  slight  sen- 
sation of  numbness  or  tickling  in  the  urethra  to  the 
most  marked  degree  of  physical  prostration,  depres- 
sion and  helplessness.  'No  two  cases  are  alike,  and 
they  rarely  present  similar  symptoms.  Every  con- 
ceivable complaint  is  offered,  and  the  same  patient 
often  comes  at  each  visit  with  a  new  stock  of  symp- 
toms. A  young  man  whom  I  recall  at  this  moment 
complained  of  pain  in  two  localized  areas — at  the 
nape  of  the  neck  and  immediately  below  the  um- 
bilicus. When  one  of  the  pains  was  present,  the 
other  was  absent — and  when  one  of  the  pains  dis- 
appeared under  the  combined  attack  of  actual  and 
psychotherapy,  the  other  pain  instantly  returned. 
The  only  lesion  discoverable  in  this  case  was  a  con- 
gested prostate  following  an  acute  gonorrhea :  but  the 
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S3'mptoms  persisted  long  after  every  trace  of  pros- 
tatic disease  disappeared,  in  spite  of  all  treatment  or 
no  treatment. 

In  a  goodly  number  of  instances  the  symptoms 
respond  very  kindly  to  appropriate  treatment,  and  at 
times  the  results  are  highly  gratifying. 

In  discussing  the  etiology  of  this  condition,  I  have 
reached  the  conclusion  that  the  existence  of  an  ex- 
tensive lesion  in  the  genital  apparatus  is  of  itself  not 
enough  to  cause  sexual  neurasthenia.  We  must  first 
have  a  predisposing  "neurasthenic  temperament/^  so 
to  speak.  Overwork,  unhealthy  environment,  lack  of 
proper  food  and  hygienic  surroundings,  mental  wor- 
ries and  financial  stress — all  of  these  combine  to 
make  a  man  ripe  for  the  development  of  sexual  neu- 
rasthenia at  the  slightest  deviation  of  his  genital 
organs  from  the  normal.  In  dispensary  work,  I  find 
this  to  be  especially  true  among  newly  arrived  immi- 
grants, who  come  here  leaving  their  wives  behind, 
and  enter  upon  a  life  of  constant  struggle  against 
almost  insuperable  obstacles.  Living  is  attained  at 
a  terrific  expenditure  of  physical  and  mental  energy. 
The  powers  of  resistance  are  lowered  and  the  weak- 
ened nervous  system  is  at  hand  to  add  to  the  damage 
done  by  the  genital  disorder. 

As  a  rule,  the  symptoms  are  not  limited  to  the 
sexual  organs.  The  prime  symptom  is  a  feeling  of 
mental  depression  and  weakness,  associated  with 
fleeting  pains  in  various  parts  of  the  body.  Loss  of 
appetite,  sleeplessness,  constipation,  and  a  general  in- 
difference to  the  things  that  formerly  made  life  worth 
living,  are  concomitant  phenomena.  The  most  com- 
mon pain  is  located  in  the  urethra — sometimes  in  the 
perineal  region,  but  most  frequently  at  or  near  the 
meatus.     The  patient  will  very  characteristically  run 
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liis  finger  along  the  lower  surface  of  the  penis^  from 
the  penoscrotal  junction  toward  the  meatus,  in  de- 
scribing and  locating  his  pain.  In  the  more  ad- 
vanced cases  these  pains  are  constant  and  harassing 
to  a  marked  degree,  but  here  is  an  important  diag- 
nostic point :  the  pains  do  not  persist  at  night.  Once 
the  patient  falls  asleep,  his  pains,  great  though  they 
be  during  moments  of  consciousness,  do  not  waken 
him.  The  patient  awakes  at  night  to  close  the 
window  or  to  perform  some  other  simple  task,  and  as 
soon  as  he  is  awake  the  pain  returns.  Wherever  the 
pains  are  located,  they  behave  very  much  like  this. 
There  is  always  pain  somewhere — and  the  pain  is 
really  more  of  an  abnormal  sensation  than  an  actual 
pain. 

Associated  with  these  indefinite  pains,  and  very 
often  the  only  and  predominating  symptom,  is  a 
more  or  less  constant  polyuria.  The  patient  passes 
his  urine  every  hour  or  sometimes  every  five  or  ten 
minutes.  Here,  too,  it  is  found  that  this  symptom  is 
present  only  during  the  waking  hours  of  the  patienL 
Once  he  falls  asleep,  he  does  not  feel  the  demand  to 
empty  the  bladder  as  does  the  man  with  true  cystitis- 
or  senile  hypertrophy  of  the  prostate.  Usually  the 
polyuria  is  not  accompanied  by  retention;  the  urine 
often  contains  an  excess  of  phosphates.  The  absence 
of  pyuria  is  another  very  important  diagnostic 
feature. 

Insomnia  is  a  common  symptom;  this  is  often  fol- 
lowed, when  sleep  does  come,  by  unpleasant  and  dis- 
quieting dreams,  which  result  in  the  patient  rising 
tired  and  unrefreshed  and  ready  to  begin  another 
day's  close  communion  with  his  pains  and  aches  and 
his  broodings. 

The  sexual  function  is  a  frequent  sufferer.     There 
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iiiay  be  a  lack  of  sexual  desire^  or  a  partial  or  com- 
plete loss  of  potency.  This  is  purely  functional 
and  not  organic.  Erections  may  be  poor  or  absent 
altogether,  and  coitus,  when  it  is  possible,  is  accom- 
panied by  premature  ejaculation.  Involuntary  emis- 
sions are  sometimes  very  frequent  and  cause  consid- 
erable mental  anguish. 

A  dread  of  approaching  impotence  is  usually  as- 
sociated with  these  functional  disturbances.  This 
dread  is  inculcated  and  fostered  by  the  newspaper 
advertisements  which  these  patients  read  so  greedily. 
The  advertisers,  knowing  well  the  mental  weakness 
of  these  sexual  neurasthenics,  make  a  special  appeal 
to  them  for  patronage,  and  therein  lies  their  greatest 
and  richest  harvest. 

Treatment. — The  treatment  of  these  diversified 
conditions  has  two  distinct  objects  in  mind,  namely, 
to  remove  the  etiologic  lesion  in  the  genital  tract,  and 
to  improve  or  eradicate  entirely  the  reflex  manifes- 
tations or  secondary  effects. 

For  the  first  and  main  indication,  local  treatment, 
directed  to  the  site  of  the  lesion,  is  imperatively  de- 
manded. Wherever  the  source  of  irritation  may  be, 
the  treatment  should  be  directed  to  that  spot.  As 
adjuvants  to  this  treatment,  it  is  often  necessary  to 
resort  to  surgical  measures,  such  as  meatotomy,  cir- 
cumcision, urethrotomy  and  ligation  and  excision  of 
varicocele  and  hydrocele.  The  urethroscope  finds  its 
greatest  field  of  usefulness  in  the  treatment  of  these 
conditions.  Prostatic  massage,  electricity,  dilatation 
of  strictures,  etc. — all  of  these  measures  are  to  be 
called  upon  if  found  necessary.  In  this  connection  it 
is  well  to  remember  that  some  of  these  neurasthenics 
acquire  a  liking  for  prostatic  massage  that  almost 
amounts  to  an  o1)sossion.    These  men  travel  from  one 
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clinic  or  physician  to  another^  begging  for  a  massage 
and  a  bladder  irrigation.  Deep  instillations  of 
silver  nitrate  are  also  very  effectual  at  times.  In 
brief,  wherever  a  local  lesion  can  be  made  out  it 
should  receive  appropriate  treatment. 

The  indications  for  general  treatment  are  based 
along  similar  lines.  Wherever  it  is  possible  to  im- 
prove the  patient's  general  health  by  any  particular 
therapeutic  measure,  it  should  be  employed;  but  we 
should  not  forget  that  high  up  in  the  list  of  effective 
measures  for  this  condition  is  psychotherapy,  applied 
by  the  physician  without  the  help  of  ecclesiastic  in- 
termediaries. 
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